DISCLAIMER
This electronic version of an SCC order isfor informational purposes only and is not an official document of the
Commission. An official copy may be obtained from the Clerk of the Commission, Document Control Center.

COMMONWEALTH OF VIRGINIA
STATE CORPORATION COMMISSION
AT RI CHMOND, MAY 22, 2001
COVMONVEALTH OF VI RG NI A
At the relation of the
STATE CORPORATI ON COWM SSI ON
: CASE NO. 1 NS010083
Ex Parte: In the matter of
Adopting Revisions to the Rul es

Governing M ni mum St andards for
Medi care Suppl enment Policies

ORDER TO TAKE NOTI CE

WHEREAS, 8§ 12.1-13 of the Code of Virginia provides that
t he Conmi ssion shall have the power to pronul gate rul es and
regul ations in the enforcenent and adm nistration of all |aws
withinits jurisdiction, and § 38.2-223 of the Code of Virginia
provi des that the Conmmi ssion may issue any rules and regul ations
necessary or appropriate for the adm nistration and enforcenent
of Title 38.2 of the Code of Virginia,

WHEREAS, the rules and regul ations issued by the Comm ssion
pursuant to § 38.2-223 of the Code of Virginia are set forth in
Title 14 of the Virginia Admnistrative Code;

VWHEREAS, the Bureau of Insurance has submtted to the
Comm ssi on proposed revisions to Chapter 170 of Title 14 of the
Virginia Adm nistrative Code entitled "Rules Governing M ninmum
St andards for Medicare Supplenent Policies,” which anmend the

rules at 14 VAC 5-170-20, 14 VAC 5-170-30, 14 VAC 5-170-70, 14
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VAC 5-170-90, 14 VAC 5-170-105, 14 VAC 5-170-120, 14 VAC 5-170-
130, 14 VAC 5-170-150, and 14 VAC 5-170-180;

WHEREAS, the proposed revisions reflect changes required by
federal |aw pursuant to the Ticket to Work and Work Incentives
| mprovenent Act of 1999 and the Bal anced Budget Refi nenent Act
of 1999;

WHEREAS, the proposed revisions also include changes which
provi de additional requirenents for attained age rated policies,
further describe the approval process for Medicare Sel ect
policies, and specify that actuarial certifications my be
required in the review of proposed rate changes; and

WHEREAS, the Commi ssion is of the opinion that the proposed
revi sions should be considered for adoption with a proposed
effective date of Septenber 1, 2001,

THEREFORE, |IT IS ORDERED THAT:

(1) The proposed revisions to the "Rules Governing M ni mum
St andards for Medicare Supplenent Policies,” which anmend the
rules at 14 VAC 5-170-20, 14 VAC 5-170-30, 14 VAC 5-170-70, 14
VAC 5-170-90, 14 VAC 5-170-105, 14 VAC 5-170-120, 14 VAC 5-170-
130, 14 VAC 5-170-150, and 14 VAC 5-170-180 be attached hereto
and made a part hereof;

(2) Al interested persons who desire to coment in
support of or in opposition to, or to request a hearing to
oppose the adoption of, the proposed revisions shall file such
comments or hearing request on or before June 26, 2001, in

witing with the Cerk of the Comm ssion, Docunent Contro



Center, P.O Box 2118, Richnond, Virginia 23218 and shall refer
to Case No. | NS010083;

(3) If nowitten request for a hearing on the proposed
revisions is filed on or before June 26, 2001, the Conm ssion,
upon consi deration of any comments submitted in support of or in
opposition to the proposed revisions, may adopt the revisions
proposed by the Bureau of I|nsurance;

(4) AN ATTESTED COPY hereof, together with a copy of the
proposed revisions, shall be sent by the Cerk of the Comm ssion
to the Bureau of Insurance in care of Deputy Comm ssioner
CGerald A. MIsky, who forthwith shall give further notice of the
proposed adoption of the revisions to the rules by nmailing a
copy of this Order, together with a draft of the proposed
revisions, to all insurers, health services plans, and health
mai nt enance organi zations licensed to wite Medicare suppl ement
i nsurance in the Commonweal th of Virginia; and by forwarding a
copy of this Order, together with a draft of the proposed
revisions, to the Virginia Registrar of Regul ations for

appropriate publication in the Virginia Register of Regul ations;

and
(5) The Bureau of Insurance shall file with the O erk of
t he Conmi ssion an affidavit of conpliance with the notice

requi rements of paragraph (4) above.
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CHAPTER 170.
RULES GOVERNING MINIMUM STANDARDS FOR
MEDICARE SUPPLEMENT POLICIES.

14 VAC5-170-20.  Applicability and scope.

A. Except as otherwise specifically provided in 14 VAC 5-170-60, 14 VAC 5-170-110, 14
VAC 5-170-120, 14 VAC 5-170-150 and 14 VAC 5-170-200, this chapter shall apply to:
1. All Medicare supplement policies ddivered or issued for ddivery in this Commonwedth

on or after Apri-26-1999 September 1, 2001, and
2. All cetificates issued under group Medicare supplement policies for which certificates

have been ddivered or issued for divery in this Commonwedlth.

B. This chapter shdl not gpply to a policy or contract of one or more employers or labor
organizations, or of the trustees of a fund established by one or more employers or [abor organizations,
or combination thereof, for employees or former employees, or a combination thereof, or for members

or former members, or a combination thereof, of the labor organizations.

14VAC5-170-30.  Ddfinitions
For purposes of this chapter (14 VAC 5-170-10 et seq.):
“Applicant” means.
1. In the case of an individud Medicare supplement policy, the person who seeks to
contract for insurance benefits, and

2. Inthe case of agroup Medicare supplement policy, the proposed certificateholder.
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“ Attained age rating” means a premium structure under which premiums are based on the covered

individuad’s age at the time of application of the palicy or catificate, and for which premiums increase

based on the covered individud’ s increase in age during the life of the policy or catificate.

“Bankruptcy” means when a Medicare+Choice organization that is not an issuer has filed, or has
had filed againg it, a petition for declaration of bankruptcy and has ceased doing business in this
Commonwedth.

“Certificate’ means any certificate delivered or issued for ddivery in this Commonwedth under a
group Medicare supplement policy.

“Caertificate form” means the form on which the certificate is ddivered or issued for delivery by the
issuer.

“Community rating” means a premium structure under which premium rates are the same for dl

covered individuals of dl agesin agiven area.

“Continuous period of creditable coverage’ means the period during which an individud was
covered by creditable coverage, if during the period of the coverage the individua did not have a bresk
in coverage greater than 63 days.

“Creditable coverage” means, with respect to an individud, coverage of the individud provided
under any of the following:

1. A group hedth plan;
2. Hedth insurance coverage;
3. Part A or Part B of Title XVIII of the Socid Security Act of 1935 (Medicare) (42 USC

§1395 et seq.);

4. Title XIX of the Socia Security Act of 1935 (Medicaid) (42 USC § 1396 et seq.), other

than coverage congsting solely of benefits under § 1928;

5. Chapter 55 of Title 10 United States Code (CHAMPUS) (10 USC 88 1071 — 1107);
6. A medicd care program of the Indian Hedth Service or of atriba organization;
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7. A date hedth benefits risk pooal;
8. A hedth plan offered under the Federal Employees Health Benefits Act of 1959 (5 USC
88 8901 - 8914);
9. A public hedth plan as defined in federd regulaion; and
10. A hedlth benefit plan under 8 5(€) of the Peace Corps Act of 1961 (22 USC § 2504(e)).
“Creditable coverage’ shdl not include one or more, or any combination of , the following:
1. Coverage only for accident or disability income insurance, or any combination thereof;
. Coverage issued as a supplement to liability insurance;
. Liability insurance, induding generd liability insurance and automobile ligbility insurance;

. Worker’s compensation or Smilar insurance;

2
3
4
5. Automobile medica expense insurance;
6. Credit-only insurance;
7. Coverage for on-ste medicd dlinics; and
8. Other amilar insurance coverage, specified in federa regulations, under which benefits for
medica care are secondary or incidenta to other insurance benefits.
“Creditable coverage’ shdl not include the following benefits if they are provided under a separate
policy, certificate or contract of insurance or are otherwise not an integra part of the plan:
1. Limited scope dentd or vision benefits;
2. Bendfits for long-term care, nursng home care, home hedth care, community-based care
or any combination thereof; and
3. Such other amilar, limited benefits as are specified in federa regulations.
“Creditable coverage’ shdl not include the following benefits if offered as independent,
noncoordinated benefits:
1. Coverage only for a specified disease or illness; and

2. Hospita indemnity or other fixed indemnity insurance.
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“Creditable coverage’ shdl not include the following if it is offered as a separate palicy, certificate
or contract of insurance:

1. Medicare supplement hedth insurance as defined under 8§ 1882(g)(1) of the Socid

Security Act of 1935 (42 USC § 1395ss);

2. Coverage supplementa to the coverage provided under Chapter 55 of Title 10, United

States Code (10 USC §§ 1071 — 1107); and

3. Similar supplementd coverage provided to coverage under agroup hedth plan.

“Employee wdfare benefit plan” means a plan, fund or program of employee benefits as defined in
the Employee Retirement Income Security Act of 1974 (29 USC § 1002).

“Insolvency” means when an issuer, duly licensed to transact an insurance business in this
Commonwedth in accordance with the provisons of Chapters 10, 41, 42 or 43 respectively, of Title
38.2 of the Code of Virginia, is determined to be insolvent and placed under a find order of liquidation
by acourt of competent jurisdiction.

“|ssue age rating” means a premium structure based upon the covered individud’ s age at the time

of purchase of the policy or certificate. Under an issue age rating structure, premiums do not increase

due to the covered individud’ s increase in age during the life of the policy or certificate.

“Issuer” includes insurance companies, fraternd benefit societies, corporations licensed pursuant
to Chapter 42 of Title 38.2 of the Code of Virginia to offer health services plans, hedth maintenance
organizations, and any other entity delivering or issuing for ddivery in this Commonwedth Medicare
supplement policies or certificates.

“Medicare’ means the “Hedth Insurance for the Aged Act,” Title XVIII of the Socia Security
Amendments of 1965 (Public Law 89-97, 79 Stat. 286 (July 30, 1965)), as then congtituted or later

amended.
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“Medicare+Choice plan” means a plan of coverage for hedth benefits under Medicare Part C as

defined in 8 1859 Fitle-N\V-Subtitte-A-Chapter1-of Public-Law-105-33, (42 USC 8§ 1395w-28(b)(1)
of the Socid Security Act, and includes;

1. Coordinated care plans which provide hedth care services, including but not limited to
health maintenance organization plans (with or without a point-of-service option), plans offered by
provider-sponsored organizations, and preferred provider organization plans,

2. Medicd savings account plans coupled with a contribution into a Medicare+Choice
medica savings account; and

3. Medicare+Choice private fee-for-service plans.

“Medicare supplement policy” means a group or individud policy of accident and sickness
insurance or a subscriber contract of hedlth service plans or hedlth maintenance organizations, other than
apolicy issued pursuant to a contract under § 1876 of the federal Social Security Act of 1935 (42 USC
8 1395 et seq.) or an issued policy under a demonstration project specified in 42 USC § 1395s5(g)(1),
which is advertised, marketed or designed primarily as a supplement to reimbursements under Medicare
for the hospital, medica or surgica expenses of persons eigible for Medicare.

“Policy form” means the form on which the policy is ddivered or issued for delivery by the issuer.

“Secretary” means the Secretary of the United States Department of Hedlth and Human Services.
14 VAC5-170-70.  Benefit sandards for policies or certificates issued or delivered on or after July
30, 1992.

A. The following standards are applicable to adl Medicare supplement policies or certificates
ddivered or issued for delivery in this Commonwedth on or after July 30, 1992. No policy or certificate
may be advertised, solicited, ddivered or issued for ddivery in this Commonwedth as a Medicare
supplement policy or certificate unless it complies with these benefit Sandards.

B. The following standards apply to Medicare supplement policies and certificates and are in

addition to al other requirements of this chapter.
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1. A Medicare supplement policy or certificate shdl not exclude or limit benefits for a loss
incurred more than sx months from the effective date of coverage because it involved a
preexising condition. The policy or certificate may not define a preexisting condition more
redrictively than a condition for which medica advice was given or trestment was recommended
by or received from a physician within sx months before the effective date of coverage.

2. A Medicare supplement policy or certificate shal not indemnify againgt losses resulting
from sickness on a different bas's than losses resulting from accidents.

3. A Medicare supplement policy or certificate shdl provide that benefits designed to cover
codt sharing amounts under Medicare will be changed automaticaly to coincide with any changes
in the gpplicable Medicare deductible amount and copayment percentage factors. Premiums may
be modified to correspond with such changes provided that loss ratios are being met.

4. No Medicare supplement policy or certificate shal provide for termination of coverage of
a gpouse soldy because of the occurrence of an event specified for termination of coverage of the
insured, other than the nonpayment of premium.

5. Each Medicare supplement policy shdl be guaranteed renewable.

a. Theissuer shdl not cancd or nonrenew the policy solely on the ground of hedlth Status
of theindividud.

b. The issuer shdl not cance or nonrenew the policy for any reason other than
nonpayment of premium or materiad misrepresentation.

c. If the Medicare supplement policy is terminated by the group policyholder and is not
replaced as provided under subdivison 5 e of this subsection, the issuer shdl offer
certificateholders an individud Medicare supplement policy which (at the option of the
certificateholder):

(1) Providesfor continuation of the benefits contained in the group policy, or
(2) Providesfor benefits that otherwise meet the requirements of this subsection.



STATE CORPORATION COMMISSION Page 7 of 79
BUREAU OF INSURANCE

RULES GOVERNING MINIMUM STANDARDS FOR MEDICARE SUPPLEMENT POLICIES

d. If anindividud is a certificaieholder in a group Medicare supplement policy and the
individud terminates membership in the group, the issuer shal:

(1) Offer the certificateholder the conversion opportunity described in subdivison 5 ¢
of this subsection; or

(2) At the option of the group policyholder, offer the certificateholder continuation of
coverage under the group policy.

e. If a group Medicare supplement policy is replaced by another group Medicare
supplement policy purchased by the same policyholder, the issuer of the replacement policy
shdl offer coverage to dl persons covered under the old group policy on its dae of
termination. Coverage under the new policy shdl not result in any excluson for preexisting
conditions that would have been covered under the group policy being replaced.

6. Termination of a Medicare supplement policy or certificate shal be without prejudice to
any continuous loss which commenced while the policy was in force, but the extenson of benefits
beyond the period during which the policy was in force may be conditioned upon the continuous
tota disability of the insured, limited to the duration of the policy benefit period, if any, or payment
of the maximum benfits,

7. a A Medicare supplement policy or certificate shal provide that benefits and premiums

under the policy or certificate shal be suspended a the request of the policyholder or

certificateholder for the period (not to exceed 24 months) in which the policyholder or
certificateholder has gpplied for and is determined to be entitled to medica assstance under

Title XIX of the Socia Security Act of 1935 (42 USC §1396 et seq.), but only if the

policyholder or certificateholder notifies the issuer of such policy or certificate within 90 days

after the date the individual becomes entitled to such assistance.

b. If such suspension occurs and if the policyholder or certificateholder loses entitlement
to such medica assistance, the palicy or certificate shal be automaticaly reingtituted (effective
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as of the date of termination of such entitlement) as of the termination of entitlement if the
policyholder or certificateholder provides notice of loss of entitlement within 90 days &fter the
date of loss and pays the premium attributable to the period, effective as of the date of
termination of such entitlement.

c. Each Medicare supplement policy or catificate shdl provide tha benefits and

premiums under the policy shal be suspended (for the period provided by federd regulation)

a the request of the palicyholder if the policyholder or certificateholder is entitled to benefits

under Section 226 (b) of the Social Security Act(42 USC 8 426) and is covered under a

group hedth plan (as defined in Section 1862 (b) 1)(A)(v) of the Socid Security Act (42

USC § 1395y). If suspenson occurs and if the policyholder or catificateholder loses

coverage under the group hedth plan, the policy shdl be automatically reingituted (effective as

of the date of loss of coverage) if the policyholder or certificateholder provides notice of loss

of coverage within 90 days after the date of such loss and pays the premium attributable to the

period, effective as of the date of termination of entitlement.

€ d. Renditution of such coverages.
(1) Shdl not provide for any waiting period with respect to trestment of
preexisting conditions;
(2) Shdl provide for coverage which is subgtantialy equivdent to coverage in
effect before the date of such suspension; and
(3) Shdl provide for classfication of premiums on terms & least as favorable to
the policyholder or certificateholder as the premium classfication terms that would have
applied to the policyholder or certificateholder had the coverage not been suspended.
C. Standards for basic (core) benefits common to al benefit plans. Every issuer shal make
available a policy or certificate including only the following basic core package of benefits to each
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prospective insured. An issuer may make available to prospective insureds any of the other Medicare
Supplement Insurance Benefit Plans in addition to the basic core package, but not in lieu of it.

1. Coverage of Pat A Medicare Eligible Expenses for hospitalization to the extent not
covered by Medicare from the 61% day through the 90™ day in any Medicare benefit period;

2. Coverage of Pat A Medicare Eligible Expenses incurred for hospitalization to the extent
not covered by Medicare for each Medicare lifetime inpatient reserve day used;

3. Upon exhaugtion of the Medicare hospitd inpatient coverage including the lifetime reserve
days, coverage of the Medicare Part A digible expenses for hospitalization paid at the Diagnostic
Related Group (DRG) day outlier per diem or other appropriate standard of payment, subject to
alifetime maximum benefit of an additiona 365 days;

4. Coverage under Medicare Parts A and B for the reasonable cost of the first three pints of
blood (or equivaent quantities of packed red blood cells, as defined under federa regulations)
unless replaced in accordance with federd regulations;

5. Coverage for the coinsurance amount, or in the case of hospital outpatient department

services under a prospective payment system, the copayment amount, of Medicare Eligible

Expenses under Part B regardiess of hospital confinement, subject to the Medicare Pat B
deductible.
D. Standards for additional benefits. The following additiond benefits shdl be included in
Medicare Supplement Benefit Plans“B” through “J’ only as provided by 14 VAC 5-170-80.

1. Medicare Part A deductible. Coverage for dl of the Medicare Part A inpatient hospital
deductible amount per benefit period.

2. Skilled nurang facility care. Coverage for the actud billed charges up to the coinsurance
amount from the 21% day through the 100" day in a Medicare benefit period for posthospital
skilled nuraing facility care digible under Medicare Part A.
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3. Medicare Part B deductible. Coverage for dl of the Medicare Part B deductible amount
per caendar year regardless of hospital confinement.

4. Eighty percent of the Medicare Pat B excess charges. Coverage for 80% of the
difference between the actud Medicare Part B charge as hilled, not to exceed any charge
limitation established by the Medicare program or state law, and the Medicare-approved Part B
charge.

5. One hundred percent of the Medicare Part B excess charges. Coverage for dl of the
difference between the actud Medicare Part B charge as hilled, not to exceed any charge
limitation established by the Medicare program or state law, and the Medicare-approved Part B
charge.

6. Basic outpatient prescription drug benefit. Coverage for 50% of outpatient prescription
drug charges, after a $250 cdendar year deductible, to a maximum of $1,250 in benefits received
by the insured per caendar year, to the extent not covered by Medicare.

7. Extended outpatient prescription drug benefit. Coverage for 50% of outpatient
prescription drug charges, after a $250 caendar year deductible to a maximum of $3,000 in
benefits received by the insured per caendar year, to the extent not covered by Medicare.

8. Medicdly necessary emergency care in a foreign country. Coverage to the extent not
covered by Medicare for 80% of the hilled charges for Medicare-digible expenses for medicaly
necessary emergency hospital, physician and medica care recelved in a foreign country, which
care would have been covered by Medicare if provided in the United States and which care
began during the first 60 consecutive days of each trip outside the United States, subject to a
cadendar year deductible of $250, and a lifetime maximum benefit of $50,000. For purposes of
this benefit, “emergency care’ shdl mean care needed immediately because of an injury or an
illness of sudden and unexpected onset.

9. Preventive medica care benefit. Coverage for the following preventive hedth services:
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a. An annud dinica preventive medica hisory and physcd examination tha may
include tests and services from subdivison 9 b of this subsection and patient educeation to
address preventive health care measures.

b. Any one or a combination of the following preventive screening tests or preventive
sarvices, the frequency of which is consdered medicaly appropriate:

(1) Digitd rectd examination;

(2) Dipdtick urindysisfor hematuria, bacteriuria, and proteinuria;

(3) Pure tone (ar only) hearing screening test, administered or ordered by a
physdan;

(4) Serum cholesteral screening (every five years);

(5) Thyroid function test;

(6) Diabetes screening.

c. Tetanus and Diphtheria booster (every 10 years).

d. Any other tests or preventive measures determined appropriate by the atending
physician. Resmbursement shdl be for the actua charges up to 100% of the Medicare-
approved amount for each service, as if Medicare were to cover the service as identified in
American Medical Association Current Procedura Terminology (AMA CPT) codes, to a
maximum of $120 annudly under this benefit. This benefit shal not include payment for any
procedure covered by Medicare.

10. At-home recovery benefit. Coverage for services to provide short term, at-home
assgance with activities of daily living for those recovering from an illness, injury or surgery.

a. For purposes of this benefit, the following definitions shdl goply:

“Activities of dally living” include, but are not limited to, bathing, dressing, persona
hygiene, trandferring, edting, ambulating, assstance with drugs that are normdly sdf-
administered, and changing bandages or other dressings.
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“Care provider” means a duly qudified or licensed home hedth aide or homemaker,
persona care aide or nurse provided through a licensed home hedlth care agency or
referred by alicensed referral agency or licensed nurses regidiry.

“Home” shal mean any place used by the insured as a place of resdence, provided
that such place would qudify as a resdence for home hedth care services covered by
Medicare. A hospitd or skilled nursing facility shall not be considered the insured's place
of residence.

“At-home recovery vist” means the period of a vist required to provide a home
recovery care, without limit on the duration of the vist, except each consecutive four
hours in a 24-hour period of services provided by a care provider is one visit.

b. Coverage requirements and limitations:

(1) At-home recovery services provided must be primarily services which assig in
adtivities of daily living.

(2) Theinsured's atending physician must certify that the specific type and frequency
of a-home recovery services are necessary because of a condition for which ahome care
plan of treatment was approved by Medicare; and

(3) Coverageislimited to:

(& No more than the number and type of at-home recovery vidts certified as
necessary by the insured's attending physician. The tota number of a-home recovery
vidgts shal not exceed the number of Medicare gpproved home hedth care vidts
under a Medicare approved home care plan of treatment;

(b) The actud charges for each visit up to a maximum reimbursement of $40 per
vigt;

(¢) Onethousand six hundred dollars per calendar year;

(d) Sevenvidtsin any one week;
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(e) Carefurnished on avigting bassin theinsured’s home;
() Services provided by a care provider as defined in this section;
(9 At-home recovery vidts while the insured is covered under the policy or
certificate and not otherwise excluded,
(h) At-home recovery vidts received during the period the insured is receiving
Medicare approved home care services or no more than eight weeks after the service
date of the last Medicare gpproved home hedlth care vigt.
c. Coverageisexcluded for:

(1) Home care vigts paid for by Medicare or other government programs; and

(2) Care provided by family members, unpaid volunteers or providers who are not
care providers.

11. New or innovative benefits. An issuer may, with the prior gpprova of the State
Corporation Commission, offer policies or certificates with new or innovative benefits in addition
to the benefits provided in a policy or certificate that otherwise complies with the gpplicable
dandards. The new or innovative benefits may include benefits that are gppropriate to Medicare
supplement insurance, new or innovative, not otherwise available, cost-effective, and offered in a
manner which is consstent with the goa of smplification of Medicare supplement policies.

14VAC5-170-90. Medicare select policies and certificates.

A. 1. This section shall gpply to Medicare Sdlect policies and certificates, as defined in this
section.
2. No palicy or certificate may be advertised as a Medicare Sdlect policy or certificate

unless it meets the requirements of this section.
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3. A Medicare Sdect issuer subject to these rulesis deemed a hedth carrier responsible for

a “managed care hedth insurance plan ” or “MCHIP’ as defined in § 38.2-5800 of the Code of

Virginia
B. For the purposes of this section:

“Complaint” means any dissatisfaction expressed by an individua concerning a Medicare
Select issuer or its network providers.

“Grievancg’ means dissatisfaction expressed in writing by an individud insured under a
Medicare Sdlect policy or cetificate with the adminidration, clams practices, or provison of
services concerning a Medicare Select issuer or its network providers.

“Medicare Sdect issuer” means an issuer offering, or seeking to offer, a Medicare Select
policy or certificate.

“Medicare Sdlect policy” or “Medicare Sdlect certificate” mean respectively a Medicare
supplement policy or certificate that contains restricted network provisions.

“Network provider” means a provider of hedlth care, or a group of providers of hedth care,
which has entered into a written agreement with the issuer to provide benefits insured under a
Medicare Sdlect policy.

“Redtricted network provison” means any provision which conditions the payment of benefits,
in whole or in part, on the use of network providers.

“Service ared’ means the geographic area approved by the State Corporation Commission
within which an issuer is authorized to offer a Medicare Sdlect palicy.

C. The State Corporation Commission may authorize an issuer to offer a Medicare Select policy
or certificate, pursuant to this section and 8§ 4358 of the Omnibus Budget Reconciliation Act (OBRA) of
1990 (42 USC 8§ 1395s4(t)) if the State Corporation Commission finds that the issuer has satisfied all of

the requirements of this chapter. The State Corporation Commission shal, in lieu of the requirements set

forth in subsections D, E, and F of this section, accept a Catificate of Qudity Assurance issued by the
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Virginia Commissoner of Hedth pursuant to § 32.1-137.2 A of the Code of Virginia, provided that the

Virginia Commissoner of Hedth has issued such a catificate. If the Virginia Commissoner of Hedth

has reviewed the application of the issuer and has denied or disapproved a Cetificate of Qudity

Assurance, or has revoked a Ceartificate of Quality Assurance previoudy issued, the issuer’s plan of

operation shal be deemed not to be in compliance with the requirements of this section, and the issuer

shal not be authorized to offer Medicare Sdect palicies or catificates in this Commonwedlth.

D. A Medicare Sdect issuer shdl not issue a Medicare Sdlect policy or cetificate in this
Commonwesdlth until its plan of operation has been approved by the State Corporation Commission.

E. A Medicare Sdlect issuer shdl file a proposed plan of operation with the State Corporation
Commission in aformat prescribed by the State Corporation Commission. The plan of operation shdl
contain & least the following information:

1. Evidence that al covered services that are subject to redtricted network provisions are
available and accessible through network providers, including a demondration that:

a. Services can be provided by network providers with reasonable promptness with
respect to geographic location, hours of operation and after-hour care. The hours of operation
and availability of after-hour care shal reflect usua practice in the locad area. Geographic
avallability shal reflect the usud trave times within the community.

b. The number of network providers in the service area is sufficient, with respect to
current and expected policyholders, ether:

(1) To deiver adequately al services that are subject to a redtricted network
provision; or
(2) To make appropriate referrals.

c. There ae written agreements with network providers describing specific
respongbilities.

d. Emergency careisavailable 24 hours per day and seven days per week.
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e. Inthe case of covered services that are subject to a restricted network provision and
are provided on a prepad bass, there are written agreements with network providers
prohibiting such providers from billing or otherwise seeking reimbursement from or recourse
againg any individua insured under a Medicare Sdlect policy or certificate. This subdivison
shal not apply to supplemental charges or coinsurance amounts as stated in the Medicare
Sdlect policy or certificate.

2. A datement or map providing a clear description of the service area.
3. A destription of the grievance procedure to be utilized.
4. A description of the qudity assurance program, including:

a. Theforma organizationd structure;

b. Thewritten criteriafor selection, retention, and remova of network providers, and

c. The procedures for evaluating quality of care provided by network providers, and the
process to initiate corrective action when warranted.

5. A list and description, by specidty, of the network providers.

6. Copies of the written information proposed to be used by the issuer to comply with
subsection | of this section.

7. Any other information requested by the State Corporation Commission.
F. 1. A Medicare Sdlect issuer shal file any proposed changes to the plan of operation, except
for changes to the list of network providers, with the State Corporation Commisson prior to
implementing such changes. Such changes shall be approved or disapproved in writing by the

State Corporation Commission within 30 days after receipt of a complete filing by the State

Corporation Commission. Such changes shal be considered approved by the State Corporation

Commisson after 30 days unless specificaly disgpproved in writing. Within 10 days after

approva of such changes by the State Corporation Commission, the issuer shall provide a copy

of the approved changes to the Virginia Department of Hedth (VDH) at its Center for Qudity
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Health Care Services and Consumer Protection. A copy of the notice to VDH shdl be filed with

the State Corporation Commission.

2. An updaed lig of network providers shal be filed with the State Corporation

Commission a least quarterly.

G. A Medicare Sdect policy or certificate shal not restrict payment for covered services
provided by non-network providersif:

1. The sarvices are for symptoms requiring emergency care or are immediately required for
an unforeseen illness, injury or acondition; and
2. Itisnot reasonable to obtain such services through a network provider.

H. A Medicare Sdect policy or certificate shdl provide payment for full coverage under the
policy for covered servicesthat are not available through network providers.

I. A Medicare Sdect issuer shdl make full and far disclosure in writing of the provisons,
redrictions, and limitations of the Medicare Sdlect policy or certificate to each agpplicant. This
disclosure shdl include at least the following:

1. An outline of coverage sufficient o permit the applicant to compare the coverage and
premiums of the Medicare Sdect policy or certificate with:
a. Other Medicare supplement policies or certificates offered by the issuer; and
b. Other Medicare Sdlect policies or certificates.
2. A description (including address, phone number, and hours of operation) of the network
providers, including primary care physicians, specidty physicians, hospitals, and other providers.
3. A description of the redtricted network provisons, including payments for coinsurance
and deductibles when providers other than network providers are utilized.
4. A description of coverage for emergency and urgently needed care and other out-of-

service area coverage.
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5. A description of limitations on referras to restricted network providers and to other
providers.

6. A description of the policyholder’s rights to purchase any other Medicare supplement
policy or certificate otherwise offered by the issuer.

7. A dexription of the Medicare Sdect issuer’s quaity assurance program and grievance
procedure.

J. Prior to the sadle of a Medicare Sdlect policy or cetificate, a Medicare Sdlect issuer shall
obtain from the gpplicant a signed and dated form Stating that the gpplicant has received the information
provided pursuant to subsection | of this section and that the applicant understands the redtrictions of the
Medicare Select policy or certificate.

K. A Medicare Sdlect issuer shdl have and use procedures for hearing complaints and resolving
written grievances from the subscribers.  Such procedures shdl be amed a mutua agreement for
settlement and may include arbitration procedures.

1. Thegrievance procedure shal be described in the policy and certificates and in the outline
of coverage.

2. Atthetime the policy or certificate is issued, the issuer shdl provide detailed information
to the policyholder describing how a grievance may be registered with the issuer.

3. Grievances shdl be consdered in atimely manner and shal be transmitted to appropriate
decison makers who have authority to fully investigate the issue and take corrective action.

4. If agrievanceisfound to be vaid, corrective action shal be taken promptly.

5. All concerned parties shdl be notified about the results of a grievance.

6. The issuer shdl report no later than each March 31% to the State Corporation

Commission regarding its grievance procedure. The report shdl be in aformat prescribed by the

State Corporation Commisson and shdl contain the number of grievances filed in the past year

and asummary of the subject, nature, and resolution of such grievances.
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L. Atthetimeof initid purchase, a Medicare Sdect issuer shal make available to each gpplicant
for aMedicare Sdlect palicy or certificate the opportunity to purchase any Medicare supplement policy
or certificate otherwise offered by the issuer.

M. 1. At the request of an individud insured under a Medicare Select policy or certificate, a

Medicare Sdect issuer shdl make available to the individua insured the opportunity to purchase a

Medicare supplement policy or certificate offered by the issuer which has comparable or lesser

benefits and which does not contain a restricted network provision. The issuer shal make such

policies or certificates available without requiring evidence of insurability after the Medicare Sdlect
policy or certificate has been in force for Sx months.

2. For the purposes of this subsection, a Medicare supplement policy or certificate will be
consdered to have comparable or lesser benefits unless it contains one or more significant benefits
not included in the Medicare Sdlect policy or certificate being replaced. For the purposes of this
subdivision, asgnificant benefit means coverage for the Medicare Part A deductible, coverage for
prescription drugs, coverage for a-home recovery services or coverage for Pat B excess
charges.

N. Medicare Sdect policies and certificates shal provide for continuation of coverage in the
event the Secretary determines that Medicare Sdlect policies and certificates issued pursuant to this
section should be discontinued due to ether the fallure of the Medicare Sdlect Program to be
reauthorized under law or its substantial amendment.

1. Each Medicare Sdect issuer shal make avallable to each individud insured under a
Medicare Sdlect policy or certificate the opportunity to purchase any Medicare supplement policy
or certificate offered by the issuer which has comparable or lesser benefits and which does not
contain a redricted network provison. The issuer shal make such policies and certificates

avallable without requiring evidence of insurability.
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2. For the purposes of this subsection, a Medicare supplement policy or certificate will be
consdered to have comparable or lesser benefits unless it contains one or more significant benefits
not included in the Medicare Sdlect policy or certificate being replaced. For the purposes of this
subdivision, asgnificant benefit means coverage for the Medicare Part A deductible, coverage for
prescription drugs, coverage for a-home recovery services or coverage for Pat B excess
charges.

O. A Medicare Sdect issuer shdl comply with reasonable requests for data made by state or
federd agencies, including the United States Department of Hedth and Human Services, for the
purpose of evauating the Medicare Select Program.

14 VAC 5-170-105. Guaranteed issuefor digible persons.

A. Guaranteed issue provisonsfollow:

1. Eligible persons are those individuals described in subsection B of this section who,
subject to subdivision B 2 b, apply to enroll under the policy not later than 63 days after the date

of the termination of enrollment described in subsection B, and who submit evidence of the dete of
termination or disenrollment with the application for a Medicare supplement palicy.

2. With respect to digible persons, an issuer shdl not deny or condition the issuance or
effectiveness of a Medicare supplement policy described in subsection C of this section that is
offered and is available for issuance to new enrollees by the issuer, shdl not discriminate in the
pricing of such a Medicare supplement policy because of hedth status, claims experience, receipt
of hedth care or medicad condition, and shal not impose an excluson of benefits based on a
preexisting condition under such a Medicare supplement policy.

B. Anédigible personisan individud described in any of the following subdivisons:
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1. The individud is enrolled under an employee welfare benefit plan that provides hedth

benefits that supplement the benefits under Medicare, and the plan terminates, or the plan ceases

to provide subgtantialy al such supplementa hedth bendfits to the individual-erthe-iaividua-is

2. The individud is enrolled with a Medicare+Choice organization under a Medicare+Choice

plan under Part C of Medicare, and any of the following circumstances apply, or the individud is

65 vears of age or older and is enrolled with a Program of All Inclusve Care for the Elderly

(PACE) provider under Section 1894 of the Socid Security Act( 42 USC 8 1395eeg), and there

are circumgances smilar b those described below that would permit discontinuance of the

individud’s enrollment with such provider if such individua were enralled in a Medicaret+Choice

catification of the organization or plan has been terminated or the organization or plan has

notified the individud of an impending termination of such certification; or

b. The organization has been terminated or the-organiztation-has-terminaied o otherwise
discontinued providing the plan in the area in which the individua resides, or has notified the

individud of an impending termination or discontinuance of such plary or

bc. Theindividud isno longer digible to dect the plan because of a change in the individud’s
place of resdence or other change in circumstances specified by the Secretary, but not
including termination of the individud’s enrollment on the basis described in § 1851 (g)(3)(B)
of the federd Socid Security Act (42 USC § 1395w-21) (where the individud has not pad

premiums on a timely bas's or has engaged in disruptive behavior as specified in standards
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under 8§ 1856) of the Socia Security Act (42 USC § 1395w-26), or the plan is terminated

for dl individuals within aresdence ares;
ed. The individua demondrates, in accordance with guiddines established by the
Secretary, that:
(1) The organization offering the plan subgtantidly violated a materia provison of the
organization’s contract under 8§ 1859 of the Socid Security Act (42 USCS 88 1395w-21

et seq.) in reation to the individud, including the failure to provide an enrollee on atimely
basis medically necessary care for which benefits are available under the plan or the failure
to provide such covered care in accordance with gpplicable quaity standards; or
(2) The organization, or agent or other entity acting on the organization's behdf,
materialy misrepresented the plan’s provisons in marketing the plan to the individud; or
de. The individua meets such other exceptiona conditions as the Secretary may
provide.

(1) An individud described in subdivison (2 ) of this subdivison e may dect to apply

subsection A of this section by subdtituting, for the date of termination of enrollment, the date

on which the individud was notified by the Medicaret+Choice organization of the impending

termination or discontinuance of the Medicaret+Choice plan it offers in the area in which the

individud resdes, but only if the individud disenralls from the plan as a result of such

notification.

(2) Inthe case of an individud making the dection in subdivison (1) of this subdivison e

the issuer involved shall accept the application of the individua submitted before the date of

termination of enrollment, but the coverage under subsection A of this section shdl only

become effective upon termination of coverage under the M edicaret+Choice plan involved.

3. a Theindividud isenrolled with:
(1) Andigible organization under a contract under § 1876 (Medicare risk or cost);
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(2) A gmilar organization operating under demondration project authority, effective
for periods before April 1, 1999;
(3An organization under an agreement under 8 1833(8)(1)(A) (hedth care
prepayment plan); or
(4) An organization under aMedicare Sdlect policy; and
b. The enrolment ceases under the same circumdtances that would permit
discontinuance of an individud’s dection of coverage under subdivison B 2 of this section.
4. Theindividud is enrolled under a Medicare supplement policy and the enrollment ceases
because:
a. (1) Of theinsolvency of the issuer or bankruptcy of the nonissuer organization; or
(2) Of other involuntary termination of coverage or enrollment under the policy;
b. Theissuer of the policy subgtantidly violated amateria provison of the policy; or
c. The issuer, or an agent or other entity acting on the issuer’'s behdf, materidly
misrepresented the policy’ s provisions in marketing the policy to the individud.
5. a The individua was enrolled under a Medicare supplement policy and terminates
enrollment and subsequently enralls, for the first time, with any Medicare+Choice organization
under a Medicare+Choice plan under Part C of Medicare, any eligible organization under a
contract under 8 1876 (Medicare risk or cost), any smilar organization operating under
demondtration project authority, any PACE program under Section 1894 of the Socid

Security Act (42 USC § 1395eee) an organization under an agreement under §

1833(a)(1)(A)of the Social Security Act (42 USC 8§ 1395) (hedlth care prepayment plan), or

aMedicare Sdect palicy; and
b. The subsequent enrollment under subdivison 5 a of this subsection is terminated by

the enrollee during any period within the first 12 months of such subsequent enrollment (during
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which the enrollee is permitted to terminate such subsequent enrollment under § 1851 (€) of

the federal Socia Security Act (42 USC § 1395w-21); or

6. The individud, upon fra becoming earelled—+n  digible for benefits under Pat A of
Medicare Part-B-for-benefits at age 65 er-elder, enrolls in a Medicare+Choice plan under Part C

of Medicare, or a PACE program under Section 1894 of the Social Security Act (42 USC §

1395eee) and disenrolls from the plan or_program by not later than 12 months after the effective
date of enrollment.
C. The Medicare supplement policy to which eigible persons are entitled under:

1. SubdivisonsB 1, 2, 3, and 4 of this section is a Medicare supplement policy which has a
benefit package classfied as Plan A, B, C or F offered by any issuer.

2. Subdivison B 5 of this section is the same Medicare supplement policy in which the
individua was most recently previoudy enrdlled, if avalable from the same issuer, or, if not so
available, apolicy described in subdivison 1 of this subsection.

3. Subdivison B 6 of this section shdl include any Medicare supplement policy offered by
any issuer.

D. Noatification provisons are:

1. Atthetime of an event described in subsection B of this section because of which an
individua loses coverage or benefits due to the termination of a contract or agreement, policy or
plan, the organization that terminates the contract or agreement, the issuer_terminating the policy,
or the adminidrator of the plan being terminated, repectively, shdl natify the individud of his
rights under this section, and of the obligations of issuers of Medicare supplement policies under
subsection A of this section. Such notice shal be communicated in writing contemporaneoudy
with the notification of termingtion.

2. At the time of an event described in subsection B of this section because of which an

individual ceases enrollment under a contract or agreement, policy or plan, the organization that
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offers the contract or agreement, regardless of the basis for the cessation of enrollment, the issuer
offering the policy, or the adminidrator of the plan, respectively, shdl notify the individud of his
rights under this section, and of the obligations of issuers of Medicare supplement policies under
subsection A of this section. Such notice shdl be communicated in writing within 10 working days

of theissuer recelving natification of disenrollment.

14 VAC 5-170-120. Loss ratio standards and refund or credit of premium; annud filing; public
hearing.

A. 1. Lossratio standards. A Medicare supplement policy form or certificate form shdl not be
delivered or issued for delivery unless the policy form or certificate form can be expected, as
estimated for the entire period for which rates are computed to provide coverage, to return to
policyholders and certificateholders in the form of aggregate benefits (not including anticipated
refunds or credits) provided under the policy form or certificate form:
a At leest 75% of the aggregate amount of premiums earned in the case of group
policies; or
b. At lesst 65% of the aggregate amount of premiums earned in the case of individua
policies,
cdculated on the bads of incurred clams experience or incurred hedth care expenses where
coverage is provided by a health maintenance organization on a service rather than reimbursement
basis and earned premiums for such period and in accordance with accepted actuarial principles
and practices.
2. All filings of rates and rating schedules shal demondtrate that expected clamsin relation to
premiums comply with the requirements of this section when combined with actua experience to

date. Filings of rate revisons shal aso demondrate that the anticipated loss ratio over the entire
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future period for which the revised rates are computed to provide coverage can be expected to
meet the appropriate loss ratio standards.

3. For palicies issued prior to July 30, 1992, expected clams in relaion to premiums shdl
meet:

a. The origindly filed anticipated loss ratio when combined with the actud experience
snce inception;
b. The agppropriate loss ratio requirement from subdivisons 1 a and 1 b of this
subsection when combined with actua experience beginning with duly 1, 1991, to date; and
c. The gppropricte loss ratio requirement from subdivisons 1 a and 1 b of this
subsection over the entire future period for which the rates are computed to provide
coverage.
B. 1. Refund or credit caculaion. An issuer shdl collect and file with the State Corporation
Commisson by May 31 of each year the data contained in the applicable reporting form
contained in Appendix A for each type in a stlandard Medicare supplement benefit plan.

2. If onthebass of the experience as reported the benchmark ratio since inception (ratio 1)
exceeds the adjusted experience ratio since inception (ratio 3), then arefund or credit caculation
is required. The refund cdculation shdl be done on a statewide basis for each type in a standard
Medicare supplement benefit plan. For purposes of the refund or credit calculation, experience on
policies issued within the reporting year shdl be excluded.

3. For the purposes of this section, for policies or certificates issued prior to July 30, 1992,
the issuer shal make the refund or credit caculation separately for dl individua policies (including
al group policies subject to an individua loss ratio sandard when issued) combined and dl other
group policies combined for experience after April 28, 1996. The first such report shal be due
by May 31, 1998.
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4. A refund or credit shal be made only when the benchmark loss ratio exceeds the adjusted
experience loss ratio and the amount to be refunded or credited exceeds a de minimis levd. The
refund shal include interest from the end of the calendar year to the date of the refund or credit a
arate specified by the Secretary, but in no event shdl it be less than the average rate of interest
for 13-week Treasury notes. A refund or credit againgt premiums due shadl be made by
September 30 following the experience year upon which the refund or credit is based.

C. Annud filing of premium rates. An issuer of Medicare supplement policies and certificates
issued before or after July 30, 1992, in this Commonwedth shdl file annudly its rates, rating schedule,
and supporting documentation including ratios of incurred losses to earned premiums by policy duration
for approva by the State Corporation Commission in accordance with the filing requirements and
procedures prescribed by the State Corporation Commission. The supporting documentation shal aso
demondtrate in accordance with actuarid standards of practice using reasonable assumptions that the
appropriate loss ratio standards can be expected to be met over the entire period for which rates are
computed. The demongtration shall exclude active life reserves. An expected third-year loss ratio which
is greater than or equa to the applicable percentage shdl be demondrated for policies or certificates in
force less than three years.

The supporting documentation shal aso indlude a cetification by a qudified actuary that to the

best ot the actuary’ s knowledge and judgment, the following items are true with respect to the filing:

(i) The assumptions present the actuary’s best judgment as to the expected vaue for each

assumption and are cond sent with the issuer’ s business plan at the time of thefiling;

(i) The anticipated lifetime loss ratio, future loss ratios, and except for policies issued prior to July

30, 1992, third-year loss ratios all exceed the applicable ratio;

(iii) Except for policies issued prior to July 30, 1992, the filed rates maintain the proper

relationship between policies which had different rating methodologies;
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(iv) The filing was prepared based on the current standards of practices as promulgated by the

Actuaria  Standards Board, including the data qudity sandard of practice, as described at

www.actuary.org;

(v) Thefiling isin compliance with the applicable laws and regulationsin this Commonwedth; and

(vi) The premiums are reasonable in rdation to the benefits provided.

As soon as practicable, but prior to the effective date of enhancements in Medicare benefits,
every issuer of Medicare supplement polices or cetificates in this Commonwedth shdl file with the
Stae Corporation Commisson, in accordance with the applicable filing procedures of this
Commonwedlth:

1. a Appropriate premium adjustments necessary to produce loss ratios as anticipated for
the current premium for the applicable policies or certificates. The supporting documents as
necessary to judtify the adjustment shal accompany thefiling.

b. An issuer shdl make such premium adjustments necessary to produce an expected
loss ratio under the policy or certificate to conform with minimum loss raio sandards for
Medicare supplement policies and which are expected to result in alossratio at least as great
as that origindly anticipated in the rates used to produce current premiums by the issuer for
the Medicare supplement policies or certificates. No premium adjustment which would modify
the loss ratio experience under the policy other than the adjustments described herein shdl be
made with respect to a policy a any time other than upon its renewa date or anniversary
date.

c. If an issuer fails to make premium adjustments acceptable to the State Corporation
Commission, the State Corporation Commission may order premium adjustments, refunds or
premium credits deemed necessary to achieve the lossratio required by this section.

2. Any appropriate riders, endorsements or policy forms needed to accomplish the

Medicare supplement policy or certificate modifications necessary to diminate benefit duplications
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with Medicare. The riders, endorsements or policy forms shal provide a clear description of the

Medicare supplement benefits provided by the policy or certificate.

D. Public hearings. The State Corporation Commission may conduct a public hearing to gather
information concerning a request by an issuer for an increase in a rate for a policy form or certificate
form issued before or after July 30, 1992, if the experience of the form for the previous reporting period
is not in compliance with the applicable loss ratio sandard. The determination of compliance is made
without consderation of any refund or credit for such reporting period. Public notice of the hearing shall
be furnished in amanner deemed gppropriate by the State Corporation Commission.

14 VAC 5-170-130. Filing and approva of policies and certificates and premium rates.

A. An issuer shdl not deiver or issue for delivery a policy or cetificate to a resdent of this
Commonwealth unless the policy form or certificate form has been filed with and gpproved by the State
Corporation Commission in accordance with filing requirements and procedures prescribed by the State
Corporation Commission.

B. An issuer shdl not use or change premium rates for a Medicare supplement policy or
certificate unless the rates, rating schedule, and supporting documentation have been filed with and
goproved by the State Corporation Commisson in accordance with the filing requirements and
procedures prescribed by the State Corporation Commission.

The filing shall aso include a certification by a qudified actuary thet to the best of the actuary’s

knowledge and judgment, the following items are true with respect to thefiling:

1. The assumptions present the actuary’s best judgment as to the expected value for each

assumption and are cond sent with the issuer’ s business plan at the time of thefiling;

2. Theanticipated lifetime loss ratio, future loss ratios, and except for policies issued prior to July

30, 1992, third-year loss ratio al exceed the applicable rétio;
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3. Thefiling was prepared based on the current sandards or practices as promuglated by the

Actuariad Standards Board including the data qudity sandard of practice as described at

www.actuary.org;

4. Thefilingisin compliance with applicable laws and regulations in this Commonwedth; and

5. The premiums are reasonable in relation to the benefits provided.

C. 1. Except as provided in subdivison 2 of this subsection, an issuer shal not file for gpprova
more than one form of apolicy or certificate of each type for each stlandard Medicare supplement
benefit plan.

2. Anissuer may offer, with the approva of the State Corporation Commission, up to four
additiona policy forms or cetificate forms of the same type for the same standard Medicare
supplement benefit plan, one for each of the following cases.

a Theincusion of new or innovative benefits;

b. The addition of ether direct response or agent marketing methods;

c. Theaddition of either guaranteed issue or underwritten coverage;

d. Theoffering of coverageto individuas digible for Medicare by reason of disgbility.

3. For the purposes of this section, a “type’ means an individua policy, a group policy, an
individual Medicare Sdlect policy or agroup Medicare Select policy.

D. 1. Except as provided in subdivison 1 a of this subsection, an issuer shal continue to make
available for purchase any policy form or certificate form issued after July 30, 1992, that has been
approved by the State Corporation Commission. A policy form or certificate form shal not be
consdered to be available for purchase unless the issuer has actively offered it for sde in the
previous 12 months.
a. An issuer may discontinue the availability of a policy form or certificate form if the
issuer provides to the State Corporation Commission in writing its decision a least 30 days
prior to discontinuing the availability of the form of the policy or certificate.
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b. Anissuer tha discontinues the availability of apolicy form or certificate form pursuant
to subdivison 1 a of this subsection shdl not file for approva a new policy form or certificate
form of the same type for the same standard Medicare supplement benefit plan as the
discontinued form for a period of five years after the issuer provides notice to the State
Corporation Commisson of the discontinuance. The period of discontinuance may be
reduced if the State Corporation Commission determines that a shorter period is appropriate.
2. The sde or other transfer of Medicare supplement business to another issuer shdl be

considered a discontinuance for the purposes of this subsection.
3. A change in the rating structure or methodology shdl be consdered a discontinuance
under subdivision 1 of this subsection unless the issuer complies with the following requirements.
a. The issuer provides an actuarid memorandum, in a form and manner prescribed by
the State Corporation Commission, describing the manner in which the revised rating
methodology and resultant rates differ from the existing rating methodology and exigting retes.
b. Theissuer does not subsequently put into effect a change of rates or rating factors that
would cause the percentage differentia between the discontinued and subsequent rates as
described in the actuariad memorandum to change. The State Corporation Commission may
approve a change to the differentia which isin the public interest.
E. 1. Except as provided in subdivison 2 of this subsection, the experience of dl policy forms
or certificate forms of the same type in a sandard Medicare supplement benefit plan shal be
combined for purposes of the refund or credit calculation prescribed in 14 VAC 5-170-120.

2. Forms assumed under an assumption reinsurance agreement shal not be combined with

the experience of other forms for purposes of the refund or credit calculation.

14 VAC 5-170-150. Required disclosure provisons.
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A. Gened rules.

1. Medicare supplement policies and certificates shdl include a renewa or continuation
provison. The language or specifications of such provison shdl be consgent with the type of
contract issued. The provision shal be appropriately captioned and , shdl gopear on the first page
of the palicy, and shdl include any reservation by the issuer of the right to change premiums and

any automatic renewa premium increases based on the policyholder’sage. Medicare supplement

policies or certificates which are attained age rated shdl include a dear and prominent satement,

in a least 14 point type, disclosng that premiums will increase due to changes in age, and the

frequency under which such changes will occur.

2. Except for riders or endorsements by which the issuer effectuates a request made in
writing by the insured, exercises a specificaly reserved right under a Medicare supplement palicy,
or is required to reduce or eliminate benefits to avoid duplication of Medicare benefits, dl riders
or endorsements added to a Medicare supplement policy after date of issue or a reinstatement or
renewa which reduce or diminate benefits or coverage in the policy shdl require a signed
acceptance by the insured. After the date of policy or certificate issue, any rider or endorsement
which increases benefits or coverage with a concomitant increase in premium during the policy
term shdl be agreed to in writing signed by the insured, unless the benefits are required by the
minimum standards for Medicare supplement palicies, or if the increased benefits or coverage is
required by law. Where a separate additiond premium is charged for benefits provided in
connection with riders or endorsements, the premium charge shal be set forth in the policy.

3. Medicare supplement policies or certificates shdl not provide for the payment of benefits
based on standards described as “usua and customary,” “reasonable and customary” or words of

smilar import.
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4. If a Medicare supplement policy or certificate contains any limitations with respect to
preexigting conditions, such limitations shall gppear as a separate paragraph of the policy and be
labeled as “Preexiging Condition Limitations.”

5. Medicare supplement policies and certificates shdl have a notice prominently printed on
the first page of the policy or certificate or attached thereto dtating in substance that the
policyholder or certificateholder shdl have the right to return the policy or certificate within 30
days of its delivery and to have al premiums made for the policy refunded if, after examination of
the policy or certificate, the insured person is not satisfied for any reason.

6. Issuers of accident and sickness policies or certificates which provide hospital or medical
expense coverage on an expense incurred or indemnity basis to a persen(s) person or persons

eligible for Medicare shdl provide to those gpplicants a Guide to Health Insurance for People with
Medicare in the form developed jointly by the Nationd Association of Insurance Commissioners
and the Hedth Care Financing Adminigtration and in a type sze no smdler than 12 point type.
Delivery of the guide shal be made whether or not such policies or certificates are advertised,
solicited or issued as Medicare supplement policies or certificates as defined in this chapter.
Except in the case of direct response issuers, delivery of the guide shal be made to the applicant
at the time of gpplication and acknowledgment of receipt of the guide shdl be obtained by the
issuer. Direct response issuers shdl deliver the guide to the applicant upon request but not later
than a the time the policy is ddlivered.
For the purposes of this section, “form” means the language, format, type size, type proportiona
gpacing, bold character, and line spacing.

B. Notice requirements.

1. Assoon as practicable, but no later than 30 days prior to the amua effective deate of any
Medicare benefit changes, an issuer shdl natify its policyholders and certificateholders of
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modifications it has made to Medicare supplement insurance policies or certificates in a format
acceptable to the State Corporation Commission. The notice shall:

a. Include a description of revisons to the Medicare program and a description of each
modification made to the coverage provided under the Medicare supplement policy or
certificate, and

b. Inform each policyholder or certificateholder as to when any premium adjustment isto
be made due to changesin Medicare.

2. The notice of benefit modifications and any premium adjusments shdl be in outline form
and in clear and Smple terms so as to facilitate comprehension.

3. Such natices shdl not contain or be accompanied by any solicitation.

C. Outline of coverage requirements for Medicare Supplement Policies.

1. Issuers shdl provide an outline of coverage to dl applicants at the time the gpplication is
presented to the prospective applicant and, except for direct response policies, shal obtain an
acknowledgment of receipt of the outline from the applicant; and

2. If an outline of coverage is provided a the time of gpplication and the Medicare
supplement policy or certificate is issued on a bass which would require revision of the outling, a
subgtitute outline of coverage properly describing the policy or certificate shal accompany such
policy or certificate when it is ddivered and contain the following statement, in no less than 12
point type, immediately above the company name:

“NOTICE: Read this outline of coverage carefully. It is not identica to the outline of coverage

provided upon application and the coverage originally applied for has not been issued.”

3. The outline of coverage provided to applicants pursuant to this section conssts of four
parts. a cover page, premium information, disclosure pages, and charts displaying the features of
each benefit plan offered by the issuer. The outline of coverage shdl be in the language and format
prescribed below in no less than 12 point type. All plans A- J shall be shown on the cover page,
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and the plan(s) that are offered by the issuer shal be prominently identified. Premium information
for plans that are offered shal be shown on the cover page or immediately following the cover
page and shdl be prominently displayed. The premium and mode shdl be gated for dl plans that
are offered to the prospective gpplicant. All possible premiums for the prospective applicant shall
beillustrated.

4. The following items shadl be included in the outline of coverage in the order prescribed in
the following table.
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Medicare supplement insurance can be sold in only ten standard plans plus two high deductible plans.” This chart shows the benefitsincluded in each

[COMPANY NAME]
Outline of Medicare Supplement Coverage-Cover Page:

Benefit Plan(s) [insert letter(s) of plan(s) being offered]

plan. Every company must make available Plan “A.” Some plans may not be available in your Sate.
Basic Benefits: Induded indl Plans
Hospitdization: Part A coinsurance plus coverage for 365 additiona days after Medicare benefits end.
Medical Expenses. Part B coinsurance (generdly 20% of Medicare-approved expenses) or in the case of hospital outpatient department services under a
prospective payment system, applicable copayments.

Blood: First three pints of blood each year.

Page 36 of 79

A B C D E F | & G H | J | o
Basic Benefit Basic Benefit Basic Benefit Basic Benefit Basic Benefit Basic Benefit Basic Benefit Basic Benefit Basic Benefit Basic Benefit
Skilled Nursing Skilled Nursing Skilled Nursing Skilled Nursing Skilled Nursing Skilled Nursing Skilled Nursing Skilled Nursing
Coinsurance Coinsurance Coinsurance Coinsurance Coinsurance Coinsurance Coinsurance Coinsurance
Part A Part A Part A Part A Part A Part A Part A Part A Part A
Deductible Deductible Deductible Deductible Deductible Deductible Deductible Deductible Deductible
Part B Part B Part B Deductible
Deductible Deductible
Part B Excess Part B Excess Part B Excess Part B Excess
(100%) (80%) (100%) (100%)
Foreign Travel Foreign Travel Foreign Travel Foreign Travel Foreign Travel Foreign Travel Foreign Travel Foreign Travel
Emergency Emergency Emergency Emergency Emergency Emergency Emergency Emergency
At-Home Recovery At-Home Recovery At-Home At-Home Recovery
Recovery
Basic Drug Basic Drug Benefit Extended Drug
Benefit (%$1,250 Limit) Benefit
(%$2,250 Limit) ($3,000 Limit)

* Plans F and J also have an option called a high deductible Plan F and a high deductible Plan J. These high deductible plans pay the same or offer the same benefits as Plans F and J after one has paid a

calendar year [$1500}-[$1580] deductible. Benefits from high deductible Plans F and Jwill not begin until out-of-pocket expenses are [$1500] [$1580]. Out-of-pocket expenses for this deductible are expenses th
ordinarily be paid by the policy. These expenses include the Medicare deductibles for Part A and Part B, but does not include, in Plan J, the plan’s separate prescription drug deductible or, in Plans F and

J, the plan’s separate foreign travel emergency deductible.
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PREMIUM INFORMATION
Boldface Type
We [insart issuer’s name] can only raise your premium if we raise the premium for dl policies like
yours in this Commonwedth. [If the premium is based on the-irereasing attained age of the insured,
include the fallowing information:
specifying when premiums will change;
the current premium for dl ages

a Satement that premiums for other Medicare Supplement policies that are issue age or community

rated do not increase due to changesin your age; and

a satement that while the cost of this policy at the covered individud’s present age may be lower than

the cogt of a Medicare supplement policy that is based on issue age or community rated, it is important

to compare the potentia cost of these palicies over the life of the policy.]

DISCLOSURES
Boldface Type
Use this outline to compare benefits and premiums among policies.
READ YOUR POLICY VERY CAREFULLY
Boldface Type
This is only an outline describing your policy’s most important features.  The policy is your
insurance contract. Y ou must read the policy itself to understand al of the rights and duties of both you
and your insurance company.
RIGHT TO RETURN POLICY
Boldface Type
If you find that you are not satisfied with your policy, you may return it to [insert issuer’s address].
If you send the policy back to us within 30 days after you receive it, we will treet the policy asiif it had

never been issued and return dl of your payments.
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POLICY REPLACEMENT
Boldface Type
If you are replacing another hedlth insurance policy, do NOT cancd it until you have actudly
received your new policy and are sure you want to keep it.
NOTICE
Boldface Type
This policy may not fully cover dl of your medica codts.
[for agents]
Neither [insert company’ s name] nor its agents are connected with Medicare.
[for direct response]
[insert company’s name] is not connected with Medicare.
This outline of coverage does not give dl the details of Medicare coverage. Contact your loca
Socid Security Office or consult “Fhe-Medicare-Handbeok™ “Medicare & You’ for more details.

COMPLETE ANSWERSARE VERY IMPORTANT
Boldface Type

When you fill out the gpplication for the new policy, be sure to answer truthfully and completely al
questions about your medica and hedth hisory. The company may cancel your policy and refuse to
pay any clams if you leave out or fasfy important medica information. [If the policy or certificate is
guaranteed issue, this paragraph need not appear.]

Review the agpplication carefully before you sgn it. Be certain that dl information has been
properly recorded.

[Include for each plan prominently identified in the cover page, a chart showing the services,
Medicare payments, plan payments and insured payments for each plan, using the same language, in the
same order, using uniform layout and format as shown in the charts below. No more than four plans

may be shown on one chart. For purposes of illugration, charts for each plan are included in this
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regulation. An issuer may use additiond benefit plan designations on these charts pursuant to 14 VAC
5-170-80.]
[Include an explanation of any innovative benefits on the cover page and in the chart, in a manner

approved by the State Corporation Commission.]
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PLAN A

MEDICARE (PART A) - HOSPITAL SERVICES- PER BENEF T PERIOD
* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have
been out of the hospital and have not received skilled carein any other facility for 60 daysin arow.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board,
general nursing and
miscellaneous services and
supplies
First 60 days All but $764 $792 $0 $764 372 (Part A
61% thru 90" day All but $101 $198aday | $191 $198 aday Deductible)
91% day and after: $0
- Whileusing 60 lifetime
reserve days All but$3823$3%6 aday | $382 3396 aday
- Oncelifetime reserve days $0
are used:
-Additional 365 days $0 100% of Medicare
Eligible Expenses $0
-Beyond the Additional All Costs
365 days $0 $0
SKILLED NURSING
FACILITY CARE*
Y ou must meet Medicare's
requirements, including having
been in ahospital for at least 3
days and entered a Medicare-
approved facility within 30 days
after leaving the hospital All approved amounts
First 20 days All but $9550$99.00a | $0 $0
21% thru 100" day day $0 Up to $95.50 $99.00 a day
101% day and after $0 %0 All Costs
BLOOD
First 3 pints $0 3pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
Available aslong asyour All but very limited
doctor certifiesyou are coinsurance for
terminally ill and you elect to outpatient drugs and
receive these services inpatient respite care $0 Balance
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7192
PLAN A
MEDICARE (PART B) - MEDICAL SERVICES- PER CALENDAR YEAR
*Once you have been billed $100 of Medicare-Approved amounts for covered services (which are noted with an
asterisk), your Part B Deductible will have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES - IN OR
OUT OF THEHOSPITAL AND
OUTPATIENT HOSPITAL
TREATMENT, such as
physician’s services, inpatient
and outpatient medical and
surgical services and supplies,
physical and speech therapy,
diagnostic tests, durable
medical equipment

First $100 of Medicare

Approved Amounts* $0 $0 $100 (Part B Deductible)
Remainder of Medicare

Approved Amounts Generaly 80% Generally 20% $0

Part B Excess Charges
(Above Medicare

Approved Amounts) $0 $0 All Costs
BLOOD
First 3 pints %0 All Costs $0
Next $100 of Medicare
Approved Amounts* $0 $0 $100 (Part B Deductible)
Remainder of Medicare
Approved Amounts 80% 20% $0

CLINICAL LABORATORY

SERVICES - BLOOD TESTS
FOR DIAGNOSTIC SERVICES
100% $0 $0
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PARTSA & B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOME HEALTH CARE
MEDICARE-APPROVED
SERVICES
- Medically necessary skilled
care services and medical
supplies
- Durable medical equipment
First $100 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

100% $0

80% 20%

$0

$100 (Part B Deductible)

$0
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PLAN B
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MEDICARE (PART A) - HOSPITAL SERVICES- PER BENEF T PERIOD
* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have
been out of the hospital and have not received skilled carein any other facility for 60 daysin arow.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board,
general nursing and
miscellaneous services and
supplies $764 $792 (Part A
First 60 days All but $764 $792 Deductible) $0
61% thru 90" day All but$191 $198aday | $191 $198 a day %0
91% day and after:
- Whileusing 60 lifetime $332 $396 a day $0
reserve days All but $382 $396 a day
- Oncelifetimereserve days
are used:
-Additional 365 days $0 100% of Medicare Eligible | $0
Expenses
-Beyond the Additional
365 days $0 $0 All Costs
SKILLED NURSING
FACILITY CARE*
Y ou must meet Medicare's
requirements, including having
been in ahospital for at least 3
days and entered a Medicare-
approved facility within 30 days
after leaving the hospital
First 20 days All approved amounts | $0 $0
21% thru 100" day All but $95.50 $99.00 $0 Up t0 $95.50.$99.00 a
101% day and after aday $0 day
$0 All Costs
BLOOD
First 3 pints $0 3pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
Available aslong asyour All but very limited
doctor certifiesyou are coinsurance for
terminally ill and you elect to outpatient drugs and
receive these services inpatient respite care $0 Balance
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7192

PLAN B

MEDICARE (PART B) - MEDICAL SERVICES- PER CALENDAR YEAR
*Once you have been billed $100 of Medicare-Approved amounts for covered services (which are noted with an
asterisk), your Part B Deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES - IN OR
OUT OF THEHOSPITAL AND
OUTPATIENT HOSPITAL
TREATMENT, such as
physician’s services, inpatient
and outpatient medical and
surgical services and supplies,
physical and speech therapy,
diagnostic tests, durable
medical equipment
First $100 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts
Part B Excess Charges
(Above Medicare
Approved Amounts)

$0

Generaly 80%

$0

$0

Generaly 20%

$0

$100 (Part B Deductible)

$0

All Costs

BLOOD

First 3 pints

Next $100 of Medicare
Approved Amounts*

Remainder of Medicare
Approved Amounts

80%

All Costs

$0

20%

$0
$100 (Part B Deductible)

$0

CLINICAL LABORATORY
SERVICES - BLOOD TESTS
FOR DIAGNOSTIC SERVICES

100%
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PARTSA & B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOME HEALTH CARE
MEDICARE-APPROVED
SERVICES
- Medically necessary skilled
care services and medical
supplies
- Durable medical equipment
First $100 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

100% $0

80% 20%

$0

$100 (Part B Deductible)

$0
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PLANC
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MEDICARE (PART A) - HOSPITAL SERVICES- PER BENEF T PERIOD
* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have
been out of the hospital and have not received skilled carein any other facility for 60 daysin arow.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board,
general nursing and
miscellaneous services and
supplies
First 60 days All but $764 $792 $764 $792 (Part A $0
61% thru 90" day All but $191 $198 aday | Deductible) $0
91% day and after: $191 $198 aday
- Whileusing 60 lifetime $0
reserve days All but$3823$3%6 aday | $382 3396 aday
- Oncelifetimereserve days
are used:
-Additional 365 days $0 $0
100% of Medicare Eligible
-Beyond the Additional Expenses All Costs
365 days $0
$0
SKILLED NURSING
FACILITY CARE*
Y ou must meet Medicare's
requirements, including having
been in ahospital for at least 3
days and entered a Medicare-
approved facility within 30 days
after leaving the hospital All approved amounts
First 20 days All but $95.50$99.00 a | $0 $0
21% thru 100" day day Upto$9550$99.00aday | $0
101% day and after $0 %0 All Costs
BLOOD
First 3 pints $0 3pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
Available aslong asyour All but very limited
doctor certifiesyou are coinsurance for
terminally ill and you elect to outpatient drugs and
receive these services inpatient respite care $0 Balance
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7192

PLANC

MEDICARE (PART B) - MEDICAL SERVICES- PER CALENDAR YEAR
*Once you have been billed $100 of Medicare-Approved amounts for covered services (which are noted with an
asterisk), your Part B Deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES - IN OR
OUT OF THEHOSPITAL AND
OUTPATIENT HOSPITAL
TREATMENT, such as
physician’s services, inpatient
and outpatient medical and
surgical services and supplies,
physical and speech therapy,
diagnostic tests, durable
medical equipment
First $100 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts
Part B Excess Charges
(Above Medicare
Approved Amounts)

$0

Generaly 80%

$0

$100 (Part B
Deductible)

Generaly 20%

$0

All Costs

BLOOD

First 3 pints

Next $100 of Medicare
Approved Amounts*

Remainder of Medicare
Approved Amounts

80%

All Costs
$100 (Part B
Deductible)

20%

8

CLINICAL LABORATORY
SERVICES - BLOOD TESTS
FOR DIAGNOSTIC SERVICES

100%

(continued)
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PLAN C (continued)
PARTSA & B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOME HEALTH CARE
MEDICARE-APPROVED
SERVICES
- Medically necessary skilled
care services and medical
supplies
- Durable medical equipment
First $100 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

100%

80%

$0

$100 (Part B
Deductible)

20%

OTHER BENEHTS - NOT COVERED BY MEDICARE

FOREIGN TRAVEL - NOT
COVERED BY MEDICARE
Medically necessary emergency
care services beginning during
thefirst 60 days of each trip
outside the USA

First $250 each calendar year

Remainder of Charges

88

$0

80% to alifetime
maximum benefit of
$50,000

$250
20% and amounts over the
$50,000 lifetime maximum
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PLAN D
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MEDICARE (PART A) - HOSPITAL SERVICES- PER BENEF T PERIOD
* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have
been out of the hospital and have not received skilled carein any other facility for 60 daysin arow.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board,
general nursing and
miscellaneous services and
supplies
First 60 days $764 $792 (Part A $0
61% thru 90" day All but $764 $792 Deductible) $0
91% day and after: All but $191 $198 aday | $191 $198 a day
- Whileusing 60 lifetime
reserve days $0
- Oncelifetimereservedays | All but$382%$39%6 aday | $382$396 aday
are used:
-Additional 365 days $0
$0 100% of Medicare Eligible
-Beyond the Additional Expenses All Costs
365 days
$0 $0
SKILLED NURSING
FACILITY CARE*
Y ou must meet Medicare's
requirements, including having
been in ahospital for at least 3
days and entered a Medicare-
approved facility within 30 days
after leaving the hospital
First 20 days All approved amounts | $0 $0
21% thru 100" day All but$9550$99.00 a | Upto$9550%$99.00aday | $0
101% day and after day $0 All Costs
$0
BLOOD
First 3 pints $0 3pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
Available aslong asyour All but very limited
doctor certifiesyou are coinsurance for
terminally ill and you elect to outpatient drugs and
receive these services inpatient respite care $0 Balance
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7192

PLAN D

MEDICARE (PART B) - MEDICAL SERVICES- PER CALENDAR YEAR
*Once you have been billed $100 of Medicare-Approved amounts for covered services (which are noted with an
asterisk), your Part B Deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES - IN OR
OUT OF THEHOSPITAL AND
OUTPATIENT HOSPITAL
TREATMENT, such as
physician’s services, inpatient
and outpatient medical and
surgical services and supplies,
physical and speech therapy,
diagnostic tests, durable
medical equipment
First $100 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts
Part B Excess Charges
(Above Medicare
Approved Amounts)

$0

Generaly 80%

$0

$0

Generaly 20%

$0

$100 (Part B Deductible)

$0

All Costs

BLOOD

First 3 pints

Next $100 of Medicare
Approved Amounts*

Remainder of Medicare
Approved Amounts

80%

All Costs

$0

20%

$0
$100 (Part B Deductible)

$0

CLINICAL LABORATORY
SERVICES - BLOOD TESTS
FOR DIAGNOSTIC SERVICES

100%

(continued)
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PLAN D (continued)

PARTSA & B
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOME HEALTH CARE
MEDICARE-APPROVED
SERVICES
- Medically necessary skilled
care services and medical
supplies 100% %0 $0
- Durable medical equipment
First $100 of Medicare
Approved Amounts* $0 $0 $100 (Part B Deductible)
Remainder of Medicare
Approved Amounts 80% 20% $0
AT-HOME RECOVERY
SERVICES'NOT COVERED BY
MEDICARE
Home care certified by your
doctor, for personal care during
recovery fromaninjury or
sickness for which Medicare
approved aHome Care
Treatment Plan
- Benefit for each visit $0 Actual Chargesto Balance
$40 avisit
- Number of visits covered
(must be received within 8
weeks of last Medicare
Approved visit) $0 Up to the number of
M edicare-approved
visits not to exceed
7 each week
- Calendar year maximum $0 $1,600
OTHER BENEFTS - NOT COVERED BY MEDICARE
FOREIGN TRAVEL —NOT
COVERED BY MEDICARE
Medically necessary emergency
care services beginning during
thefirst 60 days of each trip
outside the USA
First $250 each calendar year | $0 $0 $250
Remainder of Charges $0 80% to alifetime 20% and amounts over the
maximum benefit of $50,000 lifetime maximum
$50,000
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PLAN E

MEDICARE (PART A) - HOSPITAL SERVICES- PER BENEF T PERIOD
* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have

been out of the hospital and have not received skilled carein any other facility for 60 daysin arow.
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SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board,
general nursing and
miscellaneous services and
supplies
First 60 days All but $764 $792 $764 $792 (Part A $0
61% thru 90" day All but $191 $198 aday | Deductible) $0
91% day and after: $191 $198 aday
- Whileusing 60 lifetime
reserve days All but$3823$3%6 aday | $382 3396 aday $0
- Oncelifetimereserve days
are used:
-Additional 365 days $0 100% of Medicare Eligible | $0
Expenses
-Beyond the Additional All Costs
365 days $0 $0
SKILLED NURSING
FACILITY CARE*
Y ou must meet Medicare's
requirements, including having
been in ahospital for at least 3
days and entered a Medicare-
approved facility within 30 days
after leaving the hospital
First 20 days All approved amounts | $0 $0
21% thru 100" day All but $95.50 $99.00 Up to$9550$99.00aday | $0
101% day and after aday $0 All Costs
$0
BLOOD
First 3 pints $0 3pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
Available aslong as your All but very limited
doctor certifiesyou are coinsurance for
terminally ill and you elect to outpatient drugs and
receive these services inpatient respite care $0 Balance
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PLAN E

MEDICARE (PART B) - MEDICAL SERVICES- PER CALENDAR YEAR
*Once you have been billed $100 of Medicare-Approved amounts for covered services (which are noted with an
asterisk), your Part B Deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES - IN OR
OUT OF THEHOSPITAL AND
OUTPATIENT HOSPITAL
TREATMENT, such as
physician’s services, inpatient
and outpatient medical and
surgical services and supplies,
physical and speech therapy,
diagnostic tests, durable
medical equipment
First $100 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts
Part B Excess Charges
(Above Medicare
Approved Amounts)

$0

Generaly 80%

$0

$0

Generaly 20%

$0

$100 (Part B Deductible)

$0

All Costs

BLOOD

First 3 pints

Next $100 of Medicare
Approved Amounts*

Remainder of Medicare
Approved Amounts

80%

All Costs

$0

20%

$0
$100 (Part B Deductible)

$0

CLINICAL LABORATORY
SERVICES - BLOOD TESTS
FOR DIAGNOSTIC SERVICES

100%
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PARTSA & B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOME HEALTH CARE
MEDICARE-APPROVED
SERVICES
- Medically necessary skilled
care services and medical
supplies
- Durable medical equipment
First $100 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

100% $0

80% 20%

$0

$100 (Part B Deductible)

$0
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PLAN E
OTHER BENEFITS- NOT COVERED BY MEDICARE

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

FOREIGN TRAVEL - NOT
COVERED BY MEDICARE
Medically necessary emergency
care services beginning during
thefirst 60 days of each trip
outside the USA

First $250 each calendar year

Remainder of Charges

$0 $250

80% to alifetime 20% and amounts over the
maximum benefit of $50,000 lifetime maximum
$50,000

88

PREVENTIVE MEDICAL
CARE BENEFIT * - NOT
COVERED BY MEDICARE
Some annual physical and
preventive tests and services
such as: digital rectal exam,
hearing screening, dipstick
urinalysis, diabetes screening,
thyroid function test, tetanus
and diphtheria booster and
education, administered or
ordered by your doctor when
not covered by Medicare

First $120 each calendar year | $0 $120 $0

Additional charges %0 $0 All Costs

*Medicare Benefits are subject to change. Please consult the latest Guide to Health Insurance for People with
Medicare.
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RULES GOVERNING MINIMUM STANDARDS FOR MEDICARE SUPPLEMENT POLICIES
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PLAN F or HIGH DEDUCTIBLE PLAN F

MEDICARE (PART A) - HOSPITAL SERVICES- PER BENEF T PERIOD
* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have
been out of the hospital and have not received skilled carein any other facility for 60 daysin arow.
**This high deductible plan pays the same or offers the same benefits as Plan F after one has paid a calendar year
[$1500] [$1580] deductible. Benefits from the high deductible Plan F will not begin until out-of-pocket expenses are
[$1500] [$1580]. Out-of-pocket expenses for this deductible are expenses that would ordinarily be paid by the policy.
Thisincludes the Medicare deductibles for Part A and Part B, but does not include the plan’s separate foreign travel

emergency deductible.

SERVICES MEDICARE PAYS AFTER YOU PAY IN ADDITION TO
$1500 $1580 $1500 $1580
DEDUCTIBLE** DEDUCTIBLE,**
PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board,
general nursing and
miscellaneous services and
supplies
First 60 days All but $764 $792 $764 $792 (Part A $0
61% thru 90" day All but $191 $198 aday | Deductible) $0
91% day and after: $191 $198 aday
- Whileusing 60 lifetime $0
reserve days All but$3823$3%6 aday | $382 3396 aday
- Oncelifetimereserve days
are used:
-Additional 365 days $0 $0
100% of Medicare Eligible
-Beyond the Additional Expenses
365 days All Costs
$0 $0
SKILLED NURSING
FACILITY CARE*
Y ou must meet Medicare's
requirements, including having
been in ahospital for at least 3
days and entered a Medicare-
approved facility within 30 days
after leaving the hospital
First 20 days All approved amounts | $0 $0
21% thru 100" day All but $95.50 $99.00 Up to $95.50 $99.00 a day $0
101% day and after aday $0 All Costs
$0
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SERVICES MEDICARE PAYS AFTERYOU PAY IN ADDITION TO
$1500 $1580 $1500 $1580
DEDUCTIBLE,** DEDUCTIBLE**
PLAN PAYS YOU PAY
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% %0 $0
HOSPICE CARE
Available aslong as your All but very limited
doctor certifiesyou are coinsurance for
terminally ill and you elect to outpatient drugs and
receive these services inpatient respite care $0 Balance
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PLAN F or HIGH DEDUCTIBLE PLAN F

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR
*Once you have been billed $100 of Medicare-Approved amounts for covered services (which are noted with an
asterisk), your Part B Deductible will have been met for the calendar year.
**This high deductible plan pays the same or offers the same benefits as Plan F after one has paid a calendar year
[$1500] [$1580] deductible. Benefits from the high deductible Plan F will not begin until out-of-pocket expenses are
[$1500] [$1580]. Out-of-pocket expenses for this deductible are expenses that would ordinarily be paid by the policy.
Thisincludes the Medicare deductibles for Part A and Part B, but does not include the plan’s separate foreign travel
emergency deductible.

SERVICES MEDICARE PAYS AFTERYOU PAY IN ADDITION TO
$1500 $1580 $1500 $1580
DEDUCTIBLE** DEDUCTIBLE**
PLAN PAYS YOU PAY

MEDICAL EXPENSES - IN OR
OUT OF THEHOSPITAL AND
OUTPATIENT HOSPITAL
TREATMENT, such as
physician’s services, inpatient
and outpatient medical and
surgical services and supplies,
physical and speech therapy,
diagnostic tests, durable
medical equipment

First $100 of Medicare $100 (Part B

Approved Amounts* $0 Deductible) $0
Remainder of Medicare

Approved Amounts Generaly 80% Generally 20% $0

Part B Excess Charges
(Above Medicare

Approved Amounts) $0 100% $0
BLOOD
First 3 pints %0 All Costs $0
Next $100 of Medicare $100 (Part B
Approved Amounts* $0 Deductible) $0
Remainder of Medicare
Approved Amounts 80% 20% $0

CLINICAL LABORATORY
SERVICES - BLOOD TESTS
FOR DIAGNOSTIC SERVICES
100% $0 $0

(continued)
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PLAN F or HIGH DEDUCTIBLE PLAN F (continued)

PARTSA & B
SERVICES MEDICARE PAYS AFTER YOU PAY IN ADDITION TO
$1500 $1580 $1500 $1580
DEDUCTIBLE** DEDUCTIBLE,**
PLAN PAYS YOU PAY
HOME HEALTH CARE
MEDICARE APPROVED
SERVICES
- Medically necessary skilled
care services and medical
supplies 100% %0 $0
- Durable medical equipment
First $100 of Medicare $100 (Part B
Approved Amounts* $0 Deductible) $0
Remainder of Medicare
Approved Amounts 80% 20% $0

OTHER BENEHTS- NOT COVERED BY MEDICARE

FOREIGN TRAVEL - NOT
COVERED BY MEDICARE
Medically necessary emergency
care services beginning during
thefirst 60 days of each trip
outside the USA

First $250 each calendar year

Remainder of Charges

$0 $250

80% to alifetime 20% and amounts over the
maximum benefit of $50,000 lifetime maximum
$50,000

88
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MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEF T PERIOD

PLAN G
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* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have
been out of the hospital and have not received skilled carein any other facility for 60 daysin arow.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board,
general nursing and
miscellaneous services and
supplies
First 60 days All but $764 $792 $764 $792 (Part A $0
61% thru 90" day All but $191 $198 aday | Deductible) $0
91% day and after: $191 $198 aday
- Whileusing 60 lifetime $0
reserve days All but$3823$3%6 aday | $382 3396 aday
- Oncelifetimereserve days
are used:
-Additional 365 days $0 100% of Medicare Eligible $0
Expenses
-Beyond the Additional
365 days $0 $0 All Costs
SKILLED NURSING
FACILITY CARE*
Y ou must meet Medicare's
requirements, including having
been in ahospital for at least 3
days and entered a Medicare-
approved facility within 30 days
after leaving the hospital
First 20 days All approved amounts | $0 $0
21% thru 100" day All but $95.50 $99.00 Up to $95.50 $99.00 a day $0
101% day and after aday $0 All Costs
$0
BLOOD
First 3 pints $0 3pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
Available aslong asyour All but very limited
doctor certifiesyou are coinsurance for
terminally ill and you elect to outpatient drugs and
receive these services inpatient respite care $0 Balance
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PLAN G

MEDICARE (PART B) - MEDICAL SERVICES- PER CALENDAR YEAR
*Once you have been billed $100 of Medicare-Approved amounts for covered services (which are noted with an
asterisk), your Part B Deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES - IN OR
OUT OF THEHOSPITAL AND
OUTPATIENT HOSPITAL
TREATMENT, such as
physician’s services, inpatient
and outpatient medical and
surgical services and supplies,
physical and speech therapy,
diagnostic tests, durable
medical equipment
First $100 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts
Part B Excess Charges
(Above Medicare
Approved Amounts)

$0

Generaly 80%

$0

$0

Generaly 20%

80%

$100 (Part B Deductible)

$0

20%

BLOOD

First 3 pints

Next $100 of Medicare
Approved Amounts*

Remainder of Medicare
Approved Amounts

80%

All Costs

$0

20%

$0
$100 (Part B Deductible)

$0

CLINICAL LABORATORY
SERVICES - BLOOD TESTS
FOR DIAGNOSTIC SERVICES

100%

(continued)
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PARTSA & B

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOME HEALTH CARE
MEDICARE APPROVED
SERVICES
- Medically necessary skilled
care services and medical
supplies 100% %0 $0
- Durable medical equipment
First $100 of Medicare
Approved Amounts* $0 $0 $100 (Part B Deductible)
Remainder of Medicare
Approved Amounts 80% 20% $0

AT HOME RECOVERY
SERVICES-NOT COVERED BY
MEDICARE
Home care certified by your
doctor, for personal care during
recovery fromaninjury or
sickness for which Medicare
approved aHome Care
Treatment Plan
- Benefit for each visit $0 Actual Chargesto Balance
$40 avisit
- Number of visits covered
(must be received within 8
weeks of last Medicare
approved visit) $0 Up to the number of
M edicare approved
visits not to exceed
7 each week
- Calendar year maximum $0 $1,600

OTHER BENEHTS- NOT COVERED BY MEDICARE

FOREIGN TRAVEL - NOT
COVERED BY MEDICARE
Medically necessary emergency
care services beginning during
thefirst 60 days of each trip
outside the USA

First $250 each calendar year

Remainder of Charges

$0 $250

80% to alifetime 20% and amounts over the
maximum benefit of $50,000 lifetime maximum
$50,000

88
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MEDICARE (PART A) - HOSPITAL SERVICES- PER BENEF T PERIOD
* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have
been out of the hospital and have not received skilled carein any other facility for 60 daysin arow.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board,
general nursing and
miscellaneous services and
supplies
First 60 days All but $764 $792 $764 $792 (Part A $0
61% thru 90" day All but $191 $198 aday | Deductible) $0
91% day and after: $191 $198 aday
- Whileusing 60 lifetime
reserve days All but $382 $396 a day $0
- Oncelifetimereserve days $382 $396 aday
are used:
-Additional 365 days $0 100% of Medicare Eligible | $0
Expenses
-Beyond the Additional
365 days $0 $0 All Costs
SKILLED NURSING
FACILITY CARE*
Y ou must meet Medicare's
requirements, including having
been in ahospital for at least 3
days and entered a Medicare-
approved facility within 30 days
after leaving the hospital
First 20 days All approved amounts | $0 $0
21% thru 100" day All but-$9550$99.00a | Upto$9550%$99.00aday | $0
101% day and after day $0 All Costs
$0
BLOOD
First 3 pints $0 3pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
Available aslong asyour All but very limited
doctor certifiesyou are coinsurance for
terminally ill and you elect to outpatient drugs and
receive these services inpatient respite care $0 Balance
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PLANH

MEDICARE (PART B) - MEDICAL SERVICES- PER CALENDAR YEAR
*Once you have been billed $100 of Medicare-Approved amounts for covered services (which are noted with an
asterisk), your Part B Deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES - IN OR
OUT OF THEHOSPITAL AND
OUTPATIENT HOSPITAL
TREATMENT, such as
physician’s services, inpatient
and outpatient medical and
surgical services and supplies,
physical and speech therapy,
diagnostic tests, durable
medical equipment
First $100 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts
Part B Excess Charges
(Above Medicare
Approved Amounts)

$0

Generaly 80%

$0

$0

Generaly 20%

$0

$100 (Part B Deductible)

$0

All Costs

BLOOD

First 3 pints

Next $100 of Medicare
Approved Amounts*

Remainder of Medicare
Approved Amounts

80%

All Costs

$0

20%

$0
$100 (Part B Deductible)

$0

CLINICAL LABORATORY
SERVICES - BLOOD TESTS
FOR DIAGNOSTIC SERVICES

100%

(continued)
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PARTSA & B
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOME HEALTH CARE
MEDICARE APPROVED
SERVICES
- Medically necessary skilled
care services and medical
supplies 100% %0 $0
- Durable medical equipment
First $100 of Medicare
Approved Amounts* $0 $0 $100 (Part B Deductible)
Remainder of Medicare
Approved Amounts 80% 20% $0

OTHER BENEHTS - NOT COVERED BY MEDICARE

FOREIGN TRAVEL - NOT
COVERED BY MEDICARE
Medically necessary emergency
care services beginning during
thefirst 60 days of each trip
outside the USA

First $250 each calendar year | $0 $0 $250
Remainder of Charges $0 80% to alifetime 20% and amounts over the
maximum benefit of $50,000 lifetime maximum
$50,000
BASIC OUTPATIENT
PRESCRIPTION DRUGS -
NOT COVERED BY
MEDICARE
First $250 each calendar year $0 $0 $250
Next $2,500 each calendar year | $0 50% - $1,250 50%
calendar year

maximum benefit
Over $2,500 each calendar year | $0 $0 All Costs




STATE CORPORATION COMMISSION
BUREAU OF INSURANCE

Page 67 of 79

RULES GOVERNING MINIMUM STANDARDS FOR MEDICARE SUPPLEMENT POLICIES

Rev. 99 9/01
PLAN |
MEDICARE (PART A) - HOSPITAL SERVICES- PER BENEF T PERIOD
* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have

been out of the hospital and have not received skilled carein any other facility for 60 daysin arow.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board,
general nursing and
miscellaneous services and
supplies
First 60 days All but $764 $792 $764 $792 (Part A $0
61% thru 90" day All but $191 $198 aday | Deductible) $0
91% day and after: $191 $198 aday
- Whileusing 60 lifetime
reserve days All but $382 $396 a day $0
- Oncelifetimereserve days $382 $396 aday
are used:
-Additional 365 days $0 100% of Medicare Eligible $0
Expenses
-Beyond the Additional All Costs
365 days $0 $0
SKILLED NURSING
FACILITY CARE*
Y ou must meet Medicare's
requirements, including having
been in ahospital for at least 3
days and entered a Medicare-
approved facility within 30 days
after leaving the hospital
First 20 days All approved amounts | $0 $0
21% thru 100" day All but $95.50 $99.00 Up to $95.50 $99.00 a day $0
101% day and after aday $0 All Costs
$0
BLOOD
First 3 pints $0 3pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
Available aslong asyour All but very limited
doctor certifiesyou are coinsurance for
terminally ill and you elect to outpatient drugs and
receive these services inpatient respite care $0 Balance
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PLAN I

MEDICARE (PART B) - MEDICAL SERVICES- PER CALENDAR YEAR
*Once you have been billed $100 of Medicare-Approved amounts for covered services (which are noted with an
asterisk), your Part B Deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES - IN OR
OUT OF THEHOSPITAL AND
OUTPATIENT HOSPITAL
TREATMENT, such as
physician’s services, inpatient
and outpatient medical and
surgical services and supplies,
physical and speech therapy,
diagnostic tests, durable
medical equipment
First $100 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts
Part B Excess Charges
(Above Medicare
Approved Amounts)

$0

Generaly 80%

$0

Generaly 20%

100%

$100 (Part B Deductible)

$0

$0

BLOOD

First 3 pints

Next $100 of Medicare
Approved Amounts*

Remainder of Medicare
Approved Amounts

8

80%

All Costs

$0

20%

$0
$100 (Part B Deductible)

$0

CLINICAL LABORATORY
SERVICES - BLOOD TESTS
FOR DIAGNOSTIC SERVICES

100%

(continued)
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SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOME HEALTH CARE
MEDICARE APPROVED
SERVICES
- Medically necessary skilled
care services and medical
supplies
- Durable medical equipment
First $100 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

100%

80%

20%

$0

$100 (Part B Deductible)

$0

AT HOME RECOVERY
SERVICES-NOT COVERED BY
MEDICARE
Home care certified by your
doctor, for personal care during
recovery from aninjury or
sickness for which Medicare
approved aHome Care
Treatment Plan

- Benefit for each visit

- Number of visits covered
(must be received within 8
weeks of last Medicare
Approved visit)

- Calendar year maximum

Actual Chargesto
$40 avisit

Up to the number of
Medicare Approved
visits not to exceed
7 each week

$1,600

Baance

(continued)
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PLAN | (continued)
OTHER BENEFITS- NOT COVERED BY MEDICARE

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
FOREIGN TRAVEL - NOT
COVERED BY MEDICARE
Medically necessary emergency
care services beginning during
thefirst 60 days of each trip
outside the USA

First $250 each calendar year | $0 $0 $250
Remainder of Charges* $0 80%to alifetime 20% and amounts over the
maximum benefit of $50,000 lifetime maximum
$50,000
BASC OUTPATIENT
PRESCRIPTION DRUGS-
NOT COVERED BY
MEDICARE
First $250 each calendar year %0 $0 $250
Next $2,500 each calendar year | $0 50% - $1,250 50%
calendar year

maximum benefit
Over $2,500 each calendar year | $0 $0 All Costs
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PLAN Jor HIGH DEDUCTIBLE PLAN J
MEDICARE (PART A) - HOSPITAL SERVICES- PER BENEF T PERIOD
* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have
been out of the hospital and have not received skilled carein any other facility for 60 daysin arow.
**This high deductible plan pays the same or offers the same benefits as Plan J after one has paid a calendar year
[$1500] [$1580]deductible. Benefits from high deductible Plan Jwill not begin until out-of-pocket expenses are [$1500}
$1580]. Out-of-pocket expenses for this deductible are expenses that would ordinarily be paid by the policy. This
includes the Medicare deductibles for Part A and Part B, but does not include the plan’ s separate prescription drug
deductible or the plan’ s separate foreign travel emergency deductible.

SERVICES MEDICARE PAYS AFTERYOU PAY IN ADDITION TO
$1500 $1580 $1500 $1580
DEDUCTIBLE** DEDUCTIBLE**
PLAN PAYS YOU PAY

HOSPITALIZATION*
Semiprivate room and board,
general nursing and
miscellaneous services and

supplies
First 60 days All but $764 $792 $764 $792 (Part A $0
61% thru 90" day All but $191 $198 aday | Deductible) $0
91% day and after: $191 $198 aday
- Whileusing 60 lifetime $0
reserve days All but$3823$3%6 aday | $382 3396 aday
- Oncelifetimereserve days
are used:
-Additional 365 days $0 100% of Medicare Eligible | $0

Expenses
-Beyond the Additional
365 days $0 $0 All Costs

SKILLED NURSING
FACILITY CARE*

Y ou must meet Medicare's
requirements, including having
been in ahospital for at least 3
days and entered a Medicare-
approved facility within 30 days
after leaving the hospital

First 20 days All approved amounts | $0 $0
21% thru 100" day All but-$95.50.$99.00 Up to$9550$99.00aday | $0
101% day and after aday $0 All Costs

$0
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PLAN Jor HIGH DEDUCTIBLE PLAN J (continued)

SERVICES MEDICARE PAYS AFTERYOU PAY IN ADDITION TO
$1500 $1580 $1500 $1580
DEDUCTIBLE** DEDUCTIBLE**
PLAN PAYS YOU PAY
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% %0 $0
HOSPICE CARE
Available aslong as your All but very limited
doctor certifiesyou are coinsurance for
terminally ill and you elect to outpatient drugs and
receive these services inpatient respite care $0 Balance
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Rev. 99.9/01
PLAN Jor HIGH DEDUCTIBLE PLAN J
MEDICARE (PART B) - MEDICAL SERVICES- PER CALENDAR YEAR

*Once you have been billed $100 of Medicare-Approved amounts for covered services (which are noted with an
asterisk), your Part B Deductible will have been met for the calendar year.
**This high deductible plan pays the same or offers the same benefits as Plan J after one has paid a calendar year
[$1500] [$1580]deductible. Benefits from high deductible Plan Jwill not begin until out-of-pocket expenses are [$1500}

$1580]. Out-of-pocket expenses for this deductible are expenses that would ordinarily be paid by the policy. This
includes the Medicare deductibles for Part A and Part B, but does not include the plan’ s separate prescription drug
deductible or the plan’ s separate foreign travel emergency deductible.

SERVICES MEDICARE PAYS AFTERYOU PAY IN ADDITION TO
$1500 $1580 $1500 $1580
DEDUCTIBLE** DEDUCTIBLE**
PLAN PAYS YOU PAY

MEDICAL EXPENSES - IN OR
OUT OF THEHOSPITAL AND
OUTPATIENT HOSPITAL
TREATMENT, such as
physician’s services, inpatient
and outpatient medical and
surgical services and supplies,
physical and speech therapy,
diagnostic tests, durable
medical equipment

First $100 of Medicare $100 (Part B

Approved Amounts* $0 Deductible) $0
Remainder of Medicare

Approved Amounts Generaly 80% Generally 20% $0

Part B Excess Charges
(Above Medicare

Approved Amounts) $0 100% $0
BLOOD
First 3 pints %0 All Costs $0
Next $100 of Medicare
Approved Amounts* %0 $100 (Part B $0
Remainder of Medicare Deductible)
Approved Amounts 80% 20% $0

CLINICAL LABORATORY
SERVICES - BLOOD TESTS
FOR DIAGNOSTIC SERVICES
100% $0 $0

(continued)
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PLAN Jor HIGH DEDUCTIBLE PLAN J (continued)

PARTSA & B
SERVICES MEDICARE PAYS AFTERYOU PAY IN ADDITION TO
$1500 $1580 $1500 $1580
DEDUCTIBLE,** DEDUCTIBLE,**
PLAN PAYS YOU PAY
HOME HEALTH CARE
MEDICARE-APPROVED
SERVICES
- Medically necessary skilled
care services and medical
supplies 100% %0 $0
- Durable medical equipment
First $100 of Medicare $100 (Part B
Approved Amounts* $0 Deductible) $0
Remainder of Medicare
Approved Amounts 80% 20% $0
AT-HOME RECOVERY
SERVICES-NOT COVERED BY
MEDICARE
Home care certified by your
doctor, for personal care during
recovery fromaninjury or
sickness for which Medicare
approved aHome Care
Treatment Plan
- Benefit for each visit $0 Actual Chargesto Balance
$40 avisit
- Number of visits covered
(must be received within 8
weeks of last Medicare
Approved visit) $0 Up to the number of
Medicare Approved
visits not to exceed
7 each week
- Calendar year maximum $0 $1,600
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OTHER BENEFITS - NOT COVERED BY MEDICARE

SERVICES

MEDICARE PAYS

AFTERYOU PAY
$1500 $1580
DEDUCTIBLE**
PLAN PAYS

IN ADDITION TO
$1500 $1580
DEDUCTIBLE**
YOU PAY

FOREIGN TRAVEL - NOT
COVERED BY MEDICARE
Medically necessary emergency
care services beginning during
thefirst 60 days of each trip
outside the USA

First $250 each calendar year

Remainder of Charges

88

$0

80% to alifetime
maximum benefit of
$50,000

$250
20% and amounts over the
$50,000 lifetime maximum

EXTENDED OUTPATIENT

PRESCRIPTION DRUGS-

NOT COVERED BY MEDICARE
First $250 each calendar year
Next $6,000 each calendar
year

Over $6,000 each calendar year

$0

50% - $3,000
calendar year
maximum benefit
$0

$250

50%

All Costs

PREVENTIVE MEDICAL
CARE BENEFIT- NOT
COVERED BY MEDICARE***
Some annual physical and
preventive tests and services
such as: digital rectal exam,
hearing screening, dipstick
urinalysis, diabetes screening,
thyroid function test, tetanus
and diphtheria booster and
education, administered or
ordered by your doctor when
not covered by Medicare

First $120 each calendar year

Additional charges

$0
$0

$120
$0

$0
All Costs

***Medicare benefits are subject to change. Please consult the latest “ Guide to Health Insurance for People with

Medicare.”

D. Notice regarding policies or certificates which are not Medicare supplement policies.
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1. Any accdent and sickness insurance policy or certificate issued for delivery in this
Commonwedth to persons digible for Medicare, other than a Medicare supplement policy, a
policy issued pursuant to a contract under § 1876 of the Federa Socid Security Act (42 USC §
1395 et s2q.), a disability income policy, or other policy identified in 14 VAC 5-170-20 B shdll
notify insureds under the policy that the policy is not a Medicare supplement policy or certificate.
The notice shall ether be printed or atached to the first page of the outline of coverage delivered
to insureds under the policy, or if no outline of coverage is ddivered, to the first page of the
policy, or certificate ddivered to insureds. The notice shdl be in no less than 12 point type and
shdl contain the following language:

“THIS[POLICY OR CERTIFICATE] ISNOT A MEDICARE SUPPLEMENT [POLICY

OR CONTRACT]. If you are digible for Medicare, review the Guide to Hedth Insurance for

People with Medicare available from the company.”

2. Applications provided to persons digible for Medicare for the hedth insurance policies or
certificates described in subdivison 1 of this subsection shdl disclose, using the gpplicable
gatement in Appendix C, the extent to which the policy duplicates Medicare. The disclosure
satement shall be provided as a part of, or together with, the gpplication for the policy or

catificate.

E. Notice requirements for attained age rated medicare supplement policies or cartificates.

Issuers of Medicare supplement palicies or certificates which use attained age rating shall provide

a notice to al prospective applicants at the time the application is presented and except for direct

response policies or catificates, shdl obtan an acknowledgement of receipt of the notice from the

applicant. The notice shal be in no less than 12 point type and shdl contain the information included in
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Appendix D. The notice shal be provided as part of, or together with, the application for the policy or

cettificate.
14 VAC 5-170-180. Standardsfor marketing.
A. Anissuer, directly or through its producers, shal:
1. Edablish marketing procedures to assure that any comparison of policies by its agents or
other producers will be fair and accurate.
2. Edtablish marketing procedures to assure excessive insurance is not sold or issued.
3. Display prominently by type, stamp or other gppropriate means, on the first page of the
policy the following:
“Notice to buyer: This policy may not cover dl of your medica expenses.”
4. Inquire and otherwise make every reasonable effort to identify whether a prospective
gpplicant or enrollee for Medicare supplement insurance aready has accident and sickness
insurance and the types and amounts of any such insurance.

5. If the Medicare supplement policy or cetificate uses attained age rating, al marketing

materids or rate quotations other than the outline of coverage shdl display prominently the

following notice in dose proximity to anywhere the insurer or agent displays a premium:

“Notice: This (palicy’ deertificate s) premium increases based on your atained age.  Please

read the Notice For Attained Age Rated Medicare Supplement Policies carefully.”

56. Edablish auditable procedures for verifying compliance with subsection A of this
section.
B. In addition to the practices prohibited in Chapter 5 (8 38.2-500 et seq.) of Title 38.2 of the
Code of Virginia, the following acts and practices are prohibited:
1. Twiding. Knowingly making any mideading representation or incomplete or fraudulent

comparison of any insurance policies or insurers for the purpose of inducing, or tending to induce,
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any person to lapse, forfeit, surrender, terminate, retain, pledge, assign, borrow on or convert an
insurance policy or to take out a policy of insurance with another insurer.

2. High pressure tactics. Employing any method of marketing having the effect of or tending
to induce the purchase of insurance through force, fright, threet, whether explicit or implied, or
undue pressure to purchase or recommend the purchase of insurance.

3. Cold lead advertisng. Making use directly or indirectly of any method of marketing which
fals to disclose in a conspicuous manner that a purpose of the method of marketing is solicitation
of insurance and that contact will be made by an insurance agent or insurance company.

C. The terms “Medicare supplement,” “Medigap,” “Medicare Wrap-Around,” and words ~ of
amilar import shdl not be used unless the policy isissued in compliance with this chapter.



STATE CORPORATION COMMISSION Page 79 of 79
BUREAU OF INSURANCE

RULES GOVERNING MINIMUM STANDARDS FOR MEDICARE SUPPLEMENT POLICIES

Appendix D

Notice For Attained Age Rated Medicare Supplement Policies

Under Medicare supplement policies or certificates that use attained age rating, premiums automatically

increase as you get older. Y ou can expect your premiums to increase each year (or other frequency as

egablished under the policy or certificate) due to changesin age.

Currently, the premiums for dl ages under this policy (or ceatificate) are asfollows:

(include current premiums for al ages)

The premiums for other Medicare Supplement policies that are issue age or  community rated do not

increase due to changesin your age

[ The following sentence shall be in boldface type] While the cost for a M edicar e Supplement

policy that is based on attained age may be lower than the cost of a M edicar e Supplement

policy that isissue age or community rated at your present age, it isimportant to compar e the

potential cost of these policies over thelife of the policy.]




